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OVARIAN DEFICIENCY AS A CAUSE OF STERILITY* 
By Donatp Macomser, M.D., Boston, Mass. 


— the standpoint of sterility ‘‘ovarian deficiency’’ may be de- 
fined as a failure to produce ova capable of being fertilized and of 
developing normally. From other standpoints, as for instance that of 
endocrinology, the ovarian function may seem to be defective and yet 
reproduction be normal. I am not therefore in this paper primarily 
concerned with the female sex hormone and other kindred problems, 
important though they undoubtedly are in any discussion of ovarian 
funetion as a whole. The ovary is a gland of internal secretion, but 
may 
affeet reproduction in human beings is still a subject of controversy. 


just how under- or overseecretion of its hormone, or hormones, 


We must therefore await patiently the extension of the recent brilliant 
work of Frank,’ Allen and Doisy* and Corner* before we can hope to 
understand the intricate processes involved. As a matter of fact, how- 
ever, we already have a considerable amount of knowledge which can 
be utilized in the practical treatment of cases of sterility. It is a brief 
discussion of this knowledge which I propose to give in this paper. 

The problem as it confronts the diagnostician really comes down to 
this question, is a given woman actually producing normal viable ova 
or, in other words, how fertile is she? With the man it is easily possi- 
ble to see and study the living sex cells, but with the woman this can- 


*Read (by invitation) at a meeting of the Philadelphia Obstetrical Society, Decem- 
ber 5, 1929. 


Note: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications, ’? 
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not be done. Much can be learned from a study of ovulation in some 
of the lower animals and birds as to conditions which affect the nor. 
mal rhythm. With the hen the number, rate, and viability of the eggs 
are known to be primarily controlled by various hereditary factors 
which can be segregated according to the laws of Mendel. But this 
possible degree of fecundity which the hen inherits through her germ 
plasm ean be lowered by certain environmental factors, notably poor 
diet, poor housing, lack of exercise, and disease. With the hen it is 
also possible to test the quality of the individual egg by chemical anal- 
ysis, by feeding experiments, and finally, if fertilized, by ineubation 
and seeing whether a normal healthy chick is produced, or whether the 
embryo dies in the shell. In this way it can be proved that, other 
things being equal, hens will lay more eggs and more living chicks will 
be produced if they are healthy, are living under eood conditions, are 
exercising, and are given a diet rich in protein, calcium, and other 
minerals and the various vitamins. 


We believe that these same factors are important in determining the 
number and vitality of eggs produced by mammals, ineluding man, 
though in the nature of the case actual proof is often lacking. In the 
lower animals the time of ovulation can be determined with very slight 
likelihood of error by the occurrence of the phenomenon of ‘‘heat’’ or 
estrus. It is true that in certain animals, namely, the rabbit, the fer- 
ret, and the eat estrus can oceur without ovulation. In these species 
ovulation only follows a certain number of hours after a suecessful 
copulation, and it is possible that this is sometimes the case with man. 
In most mammals, however, heat almost invariably means ovulation, 
but not necessarily, of an egg capable of being fertilized or of develop- 
ing. In faet, in every species of which anything is known the number 
of young born is not as great as the number of ova formed. It is possi- 
ble to prove this experimentally in the rat, for instanee, by inspeeting 
the ovaries at operation for fresh corpora lutea, and then comparing 
this with the number of embryos in the uteri, and later with the num- 
ber of young born. In this species there is under the most normal 
conditions a mortality of 16 per cent. Where the diet or other condi- 
tions are not of the best, this may be much greater. A reduction in the 
ealeium intake will thus increase the mortality to 24 per cent.* In the 
ealeium experiment just quoted the number of corpora lutea for each 
pregnancy, when allowance was made for age and parity was some- 
what reduced on the diet low in that element. MacDowell’ has re- 
ported extensive observations of a similar nature in the mouse. He did 
not find that aleohol affected ovulation, but did find that the age and 
weight of the animal were important influences. Evans® has made 
numerous experiments of a less direct nature which show what effect 
changes in the total calories or variations in the vitamin content of the 
diet will produce upon the first appearance of estrus and the length of 
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the eyele. The evidence is reasonably sure that such changes produce 
their effect upon estrus by action on the ovary. It would carry us too 
far afield to go further into the experimental side of the subject. For 
our purpose let us assume, as suggested by a review of all of the evi- 


‘ 


denee, that the following ‘‘conclusions’’ are probably in the main true, 
and then let us see how this helps in the practical handling of the prob- 
lem. There is a probability, then, that on the whole, ovulation in man, 
as in all of the lower animals, is correlated with other sex phenomena, 
and that it can be affected by various external agents, such as the 
amount and kind of food, climate, general health, ete. 

We will then pass directly to a discussion of the diagnosis and 
treatment of this functional disturbance as we see it in eases of ste- 
rility. Every sterile couple comes to us with the result of a biologie 
experiment. The fact that they can say we have been married for a 
number of years without children is presumptive evidence that some- 
thing is wrong, and it is up to us to find what that something is. With 
normal healthy people fertility is usually so high that their problem is 
how to avoid pregnaney rather than the reverse. If we can say that 
the male produces a sufficient number of normal appearing and acting 
spermatozoa and is capable of depositing these in the vagina; and if 
we find on postcoital examination sufficiently numerous and active 
spermatozoa in the cervix and uterus; and if the tubes are normally 
patent, the presumption is that we are dealing with ovarian deficiency. 
[ am of course excluding uterine causes of sterility where something 
interferes with nidation or produces early abortion, though it is well 
known that early abortion may be the result of the fertilization of an 
egg of low vitality. Ovarian deficiency rarely gives rise in itself to 
any other symptoms than the resulting sterility. Many of the condi- 
tions which cause it, however, do have definite symptom complexes, 
and the finding of any of these in a ease of sterility should make us 
suspect this functional disorder. I do not believe we are justified in 
making such a diagnosis, however, unless the various test conditions 
noted above have been thoroughly satisfied. Just what the various 
symptom complexes are I shall discuss under each separate etiologie 
factor. 

If we are thus satisfied that in a given case the cause of the sterility 
is to be found in ovarian deficiency, we must extend our investigation 
to discover what factor, or factors, in the environment is thus affecting 
this function. As a matter of clinical experience we can classify these 
factors as follows: first, those associated with pelvie pathology, and, 
second, those which are purely functional. The former inelude (a) 
retroversion when it affeets the ovarian circulation, (b) varicose veins 
of the pampiniform plexus, and (¢) eystie ovaries. The latter include 
(a) eases of simple congestion, (b) cases where the cause is of consti- 
tutional origin, such as anemia, obesity, malnutrition, or endocrine dis- 
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order, and (¢c) eases where there is an emotional background. 
consider these in some detail. 


Let us 


In itself retroversion has no direct effect upon ovarian funetion, and 
it is only when the patient complains of the symptoms of chronie pas- 
sive congestion of the pelvis that it need be considered in this regard. 
The symptoms are backache, bearing down sensations, fatigue, and 
leucorrhea. There may be some menorrhagia. Physical findings are 
reddening of the cervix and oversecretion of its glands without at first 
any sign of inflammation, and edema and tenderness of the uterus and 
adnexa. In time erosion of the cervix, hypertrophie endometritis, or 
eystie ovaries of the retention eyst type, may develop.* 

Cystie ovaries are in my opinion never normal, and yet a normal 
ovary may develop small harmless eysts. The use of this term may 
obviously therefore lead to great confusion and must always be de- 
fined. Large definite cysts, whether simple, endometrial, dermoid or 
malignant, are well known and need not be discussed here. The eystie 
ovary that is important in sterility is either due to a eystie degenera- 
tion of a corpus luteum, or to a failure of the follicles to mature and 
rupture, with the ultimate production of a moderately enlarged ovary 
covered with a smooth, often thickened, capsule without the typical 
puckered appearance and containing on section numerous small eysts. 
These cysts may develop into large simple eystomas and in that way 
produce symptoms. As a rule, however, they cause no inconvenience 
to the woman, and it is only a most eareful pelvic examination that 
will disclose their presence. If the enlargement is not extreme, im- 
proving the pelvic circulation and stimulative treatment to the ovaries 
will often succeed in restoring function to normal. If enlargement is 
extreme or persists in spite of treatment, operation is the only method 
remaining. Cystie ovaries of the type I have deseribed sometimes are 
the cause of, or are associated with menstrual disturbances, but usually 
they are not. This I should interpret as meaning that ovulation and 
female sex hormone formation are not necessarily associated. In other 
words, I believe that the female sex hormone can be formed by the 
ovary without ovulation. It is clear, however, that in a normal woman 
all the eyelical sex phenomena are correlated and that therefore symp- 
toms of any functional derangement should be the occasion for most 
thorough study and eare. 

It remains to speak of two other causes of ovarian deficiency, 
namely, those which are of constitutional and emotional origin. It is 
in these groups that menstrual disturbances are most common. The 
commonest types of disturbance are various kinds of amenorrhea® or 
delayed menses, and a lessening of the amount of flow. An occasional 
ease of menorrhagia of emotional origin is seen, but if any symptoms 


of disturbed reproductive funetion are present at all in these two 
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groups, they are as a rule those of reduced activity. In theSe eases 
also Frank® has found an associated decrease in female sex hormone 
secretion. The common constitutional conditions giving rise to this 
type of ovarian deficiency are nutritional or metabolic disorders with 
either under- or overnutrition and high or low metabolie rates; ane- 
mia; and abnormal function of either thyroid or pituitary glands. It 
is often difficult to say which is cause and which effeet. We only know 
that we often find several of these conditions present at the same time, 
and that when they are cleared up ovarian function returns to normal 
and sterility is relieved. It is quite possible that the preparation of a 
potent ovarian hormone which can be used clinically will give us a 
more direct means of accomplishing what we desire in treating a given 
ease. We could then be sure that the ovarian deficiency was the true 
primary cause and the other symptoms were entirely secondary to it. 

A full discussion of this most important subject would take us too 
far afield since this paper is primarily intended to cover the field of 
ovarian deficiency chiefly from the clinical point of view. The reader 
is referred to other papers by the writer and to Frank’s new book® for 
further details. A word should, however, be said on the emotional 
side of the picture. From their very nature the pelvie organs are sus- 
ceptible to all sorts of emotional stimuli. Chronie pelvie congestion of 
sufficient degree to produce sterility by affecting ovarian function may 
have a purely emotional cause, and until that cause is removed treat- 
ment remains unsueceessful. It is also well known that grief or fright 
may disturb menstruation to the point of actual suppression of the 
menses and ovarian activities. It is less clearly recognized that worry, 
anxiety, or the leading of a hectic nervous life may have a less pro- 
nounced, but equally harmful, effect. It is certain that sterility is on 
the increase and we may well blame our modern overstimulated lives 
for a part of this increase. 

The treatment of ovarian deficiency I propose to illustrate with ease 
histories. Before doing so, however, I shall enumerate the various 
means at our disposal of stimulating ovarian activity, and shall in each 
case quoted merely indicate in brief the means adopted in that 
instance. 

The first principle in treatment will naturally be the removal of 
whatever specific cause we ean assign. Such, for instance, would be 
the treatment of a retroversion with pessary or operation where it was 
causing chronie passive congestion, or the removing of an emotionai 
worry or bad sex habit which was producing a similar result. In the 
same way if cystic ovaries are found they must be dealt with. But 
once the cause has been removed, or even if no cause can be found to 
be removed, the problem then becomes one of trying to get the ovaries 
back to normal function again. In other words, it is one of applying 
some means of ovarian stimulation. As I have said, our hope in the 
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future lies with a potent female sex hormone, but at present we must 
be content with general, and often indirect and unsatisfactory meas. 
ures. Of these, diet" offers us a method which is of increasing use as 
our knowledge in this field is being advanced. It is of great utility in 
anemia, obesity, and malnutrition, but it is surprising how important 
it may prove in the most normal appearing patient. Exercise by im- 
proving the circulation and metabolism has a great effect on ovarian 
activity. It is well known that thyroid or pituitary gland treatment 
may in suitable cases be of the greatest assistance. To date ovarian 
therapy is disappointing. Operation’® on the ovaries when indicated is 
a direct stimulant to renewed activity. Even in cases of amenorrhea 
when associated with retention cysts it may often be very useful. 
Lastly the use of minute doses of x-ray'* may succeed in returning 
ovarian funetion to normal. This means should still in my opinion be 
used only as one of last resort, but it has a definite place in our 
therapy. 

To round out the picture I shall quote a number of rather typieal 
ease histories whieh will illustrate some of the points raised in this 
paper. It must be understood, however that it is rare to have medical 
ease histories available in which only one demonstrable and possible 
cause can be found, the treatment of which successfully relieves the 
sterility. If two or more possible causes are found for an ovarian defi- 
ciency the scientific approach would be to correct one at a time. Then 
only would it be possible to make conclusive deductions either as to 
etiology or the efficacy of our means of treatment. I need not tell a 
eroup of clinicians that such a coldly scientifie attitude toward our 
patients is of course absurd from a practical point of view. If we find 
two or more possible causes we will try to remove all and we will then 
use every means in our power to stimulate the ovaries to renewed 
activity. 

It is unnecessary of course to illustrate by case histories every point 
mentioned in the paper. The cases will therefore be chosen to show 
the different types of ovarian cysts and the different types of endo- 
erine and nutritional disorders. Finally, one or two eases will be 
quoted in which certain other factors predominate. 

A. Cases in which something wrong was found in the ovary at 
operation. 

CASE 1.—(5345) First seen May, 1924. Twenty-five years old. Married more 
than two years without children. Retroversion and enlarged ovaries. Operation 
June, 1924. Large blood cyst left ovary. Adhesions. Adenomatous nodules in 
Douglas fossa. Retention cysts right ovary. Cysts removed, uterus suspended. 
3aby born December, 1925. This case illustrates how the development of a 
pathologie condition such as one of Sampson’s endometrial cysts can upset ovarian 
function, and how in early stages surgical treatment can restore function to normal. 


The same sort of thing is shown in many other cases, but one more illustration 
will suffice. 


n 
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Case 2.—(5466) First seen May, 1925, aged thirty-four. Married two years 
without children. Retroversion, enlarged ovaries. Operation May, 1925. Cystic 
corpus luteum removed from right ovary, blood cyst containing one ounce from 
left. 
Two other children since. The commonest cause of cystic ovaries in our experi- 


Uterus suspended. Three very small fibroids removed. Baby born May, 1926. 


ence is retroversion but we also sce cases where there is a condition of what may 
be ealled varicose veins in the broad ligament, or where there are extremely long 
ovarian ligaments. 

CAsE 3.—(5082) First seen May, 1922. Aged twenty-eight. Married five years 
without children. Enlarged ovaries. Operation September, 1922. Many retention 
cysts removed. Ovaries with very long ligaments suspended. Baby born April, 


1927. 


Case 4.—(5567) First seen February, 1926. Thirty-three years old. Married 
two years without children. Husband had nonvenereal prostatitis. Improved with 
treatment. Wife showed persistent enlargement of ovaries. Operation January, 
1928. Both ovaries filled with retention cysts. Treated. Twins born December 
16, 1928. 

The condition found in Case 4 was without any known cause. This sometimes oc- 
eurs. Another condition which may occur without there being anything pathologic 
is a cystic degeneration of a corpus luteum. This is illustrated by Case 5 and Case 1. 


Case 5.—(5307) First seen February, 1924. Twenty-seven years of age. Married 
three years without children. Husband treated for vesiculitis, with improvement. 
Operation May, 1926. Right ovary contained a large corpus luteum cyst. Both ova- 
ries contained a number of smaller cysts. Baby born June 12, 1927. 

The only known way to treat these cases is by operation with the removal of the 


abnormal condition whatever it is. 


B. Cases in which nothing was ever demonstrated to be wrong with 
the ovaries in a pathologie sense, but in which scanty or delayed men- 
struation, or the ruling out of all other possible causes, led to the diag- 
nosis of ovarian deficiency. 


CASE 6.—May be taken as a type of the constitutional method of treatment. 
(5308) First seen Feb. 13, 1924. Aged thirty-two. Married nine years without chil- 
dren, Catamenia two to three weeks late and scanty. Pelvie organs essentially nor- 
mal. Tubes open. Basal metabolism minus 23 per cent, Jan. 20, 1927. Sixteen 
pounds overweight. Husband 14 pounds overweight. Spermatozoa count 60,000,000 
per c.c. with poor vitality. Basal metabolism minus 22 per cent, June 28, 1927. 
30th lost on diet to normal weight. Then put on normal diet with 2200 calories and 
90 grams of protein and made to exercise. Both took some thyroid. Menstruation 
normal. Baby born June 18, 1928. 

Cases 7 and 8 are typical of the endocrine method of treatment. 

Case 7.—(5450) First seen March 16, 1925. Aged thirty-one. Married six and 
one-half years without children. Menstruating about twice a year. A very much 
underdeveloped uterus. The patient was 30 pounds overweight. Severe frontal head- 
aches. Basal metabolism minus 17 per cent. Given thyroid and anterior lobe pitui- 
tary extract. Dieted to lose 20 pounds. Periods became essentially normal. Three 
x-ray treatments June, 1927. Pregnant January, 1929. Miscarried due to germ 
plasm defect March, 1928. 


CAsE 8.—(5764) Aged twenty-seven. Married five years without children. First 
seen May, 1927. Amenorrhea, menstruating once or twice a year. The patient was 
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30 pounds overweight. Basal metabolism minus 12 per -cent. Severe frontal head. 


aches. Given thyroid and anterior lobe pituitary extract. Lost 21 pounds. Baby 


born November, 1929. 


Case 9 illustrates x-ray stimulation of ovaries but final success only after pro- 
longed dietetic treatment. (See also Case 7.) 


CASE 9.—(5344) First seen May 7, 1924. Aged twenty-eight. 


Married two years 
without children. 


Catamenia very irregular, sometimes skipping four or five months 
but normal in amount. Fifteen pounds underweight. Operation May 21, 1924, 


Ovaries badly cystic and with thickened capsules. Gradually built up weight 12 


pounds. X-ray treatment June, 1927. Periods normal. February 15, 1928, miscar- 


riage at six weeks as a result of a defective ovum. Weight down 10 pounds, anemice. 
Dieted and treated for anemia. Baby born January, 1929. 
CASE 10.—(5555) First seen January, 1926, having been married five and one-half 


years and having had one child three years previously. Periods very scanty. Physi- 


cal examination, both general and local, normal except 


for a secondary anemia. 
Husband normal. 


Treatment of the anemia promptly resulted in a pregnancy, which 
went through to term. 

In a case of this sort there is of course no proof that we were dealing with ova- 
rian deficiency, but the combination of anemia and scanty periods is certainly sugges 


tive. Furthermore the prompt success of the treatment is corroborative evidence. 


It is difficult to quote cases in which there is nothing but the emo- 
tional element as a cause for sterility; however a large proportion of 
those in which simple uncomplicated congestion is found have an emo- 
tional background. Treatment directed toward the removal of the 
congestion is in itself often enough to correct the difficulty, but there 
are many eases in which success will not occur without straightening 
out the emotional difficulties as well. 

The problem which is presented in this paper is one which is still a 
subject for controversy. No ‘‘conclusions’’ can therefore be drawn. 
My views may, however, be summarized by saying that ovarian defi- 
ciency as here defined means a failure of reproduction due to failure 
of ovulation. It can be caused by anything which seriously impairs 
ovarian circulation, and hence leads to chronie passive congestion, by 
the formation, often due to the same cause, of cystic ovaries, and by 
certain constitutional and emotional factors which act upon the ova- 
rian function either directly or indirectly. In some of these latter 
conditions, as for instance in toxie goiter or in diabetes, the resulting 
sterility may be incidental to the primary eause; in others the sterility 
may be the only indication of disturbed function. At the present time 
our treatment is largely symptomatic, but we await with firm faith the 
eventual production of specific agencies for cure. 
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EXTRAPERITONEAL CESAREAN SECTION* 
AN ANALYTIC STuDY OF 59 Cases DONE BY THE LATZKO METHOD 


By B. STEEuE, M.D., F.A.C.S., New York, N. Y. 
(From the Lying-In Hospital) 


INCE the advent of cesarean section, the chief concern of the 

obstetric surgeon has been to prevent peritonitis and hemorrhage, 
the most frequently fatal complications. Constant improvement has 
been made for a number of years and in the evolutionary process the 
classical cesarean section has undergone various modifications. Appar- 
ently it is now being abandoned by an increasing number of operators 
in favor of laparotrachelotomy, also called the low double flap or 
cervical cesarean section. Numerous advantages are claimed for the 
latter procedure and accumulating clinical evidence seems to justify 
the claims of its advocates. 

In a large maternity service, however, an appreciable number of 
eases occur which eall for suprapubie delivery although attendant cir- 
cumstances are such that entering the peritoneal cavity is extremely 
dangerous. In these cases, the extraperitoneal cesarean section would 
seem to offer a distinet advantage. An analytic study of a series of 
59 such eases delivered by the Latzko procedure constitutes the body 
of this paper. 

Joerg proposed extraperitoneal cesarean section in 1809, but there is no record 
of one being done until 1821 when Ritgen did it. This was a flank delivery follow- 
ing incision above and parallel to Poupart’s ligament. 

In 1824 Dr. Physick of Philadelphia reported a case of extraperitoneal cesarean 
section in which the technie employed by him was essentially that described by 
Latzko. Latzko gives him full credit. 

Thomas reported a case in 1870 and used the name ‘‘ gastro-elytrotomy,’’ which 
had been given to the procedure by Baudelocque in 1823. 

*The paper by Dr. Steele and that by Burns which follows, were both read at a 
meeting of the New York Obstetrical Society on December 10 ,1929. Those portions 


of both papers which have unavoidably been duplicated by the authors have therefore 
been condensed or omitted, in order to conserve space. 
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In 1906 Frank of Bonn proposed a transperitoneal operation, and it is to him 


and Sellheim that the eredit goes for discovering the advantages of placing the 
incision in the lower uterine segment. 
Sellheim published his first case of extraperitoneal cesarean section in 1908, 


Latzko, Sellheim, Kuestner and Déderlein have been chiefly responsible for the 
development of the extraperitoneal procedure. 


Many variations have been proposed 
tried. 


In 1914 Druskin of New York reported a ease by the combined Latzko-Sellheim 
method. 


In 1915, J. W. Markoe reported a short series of cases 


done by the Latzko 
method. 


In 1924, Dr. A. B. Davis reported a series of eases in which he employed the 


method of Thomas, termed ‘‘gastro-elytrotomy.’’ 

Impressed by Dr. Davis’ results in a number of apparently hopeless 
eases, Dr. Jellinghaus reviewed the German literature on the subject of 
extraperitoneal cesarean, with the idea of securing a method which 
was not fraught with such technical difficulty. He seleeted the Latzko 
technie and introduced its use at Lying-In and the Nursery and Child’s 
Ifospitals in 1923. At the Lying-In Hospital, he has acted as instruetor 
to most of the men employing the operation, and has performed by far 
the largest number of the operations ineluded in this series. 

There is little reference to the Latzko technie in the American litera- 
ture. It is described briefly by Dr. Lee in his textbook in the chapter 
on ‘‘Cesarean Seetion,’’ and illustrated by five figures made by Feisen- 
graber in 1914. 


INCIDENCE, PREOPERATIVE CONDITIONS AND INDICATIONS 


In a period of approximately six years, there have been 22,776 
deliveries at the New York Lying-In Hospital. The Latzko operation 
has been done 59 times, giving an incidence of one in every 386 cases 
delivered. The cases have been drawn from the regular hospital appli- 
cants, both indoor and outdoor, emergency cases and private patients. 

In Table I, I have given only averages, as time would not permit 
discussion of the detailed analytie table from which it was prepared. 
The average age is relatively high (twenty-eight years). The number 
of primiparae and multiparae are about the same. Vertex presenta- 
tion predominated. Contracted pelvis was present in the great major- 
ity of eases, and while a number were of the so-called borderline type, 
they eventually proved such pelves to be an absolute indieation. 

The size of the babies was, of course, a related factor. The average 
weight proved to be 3674.4 gm., or 8 pounds, two ounces. Engagement 
occurred in only 1 case. The average hours in labor were 29, and the 
These two factors alone left no doubt coneerning the probability of 
infection. The average number of vaginal examinations was 5. This 


average number of hours that membranes had been ruptured was 22 


figure may not be accurate, for in some emergency cases, they were 


n 


Age 


Parity 
Presentation 


Type of pelvis 


Engagement 


Hours in labor 
Membranes ruptured 
Vaginal examination 
Condition of cervix 


Deformed cervix 
Tonicity of uterus 


Exhaustion 


Attempted delivery 


Pituitrin given 
Complicating diseases 


Average temperature 
Average pulse 


Fetal distress present 


recorded as ‘‘numerous’’ or ‘*frequent.”’ 
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TABLE I. PREOPERATIVE CONDITIONS AND INDICATIONS 


Average 
Primiparae 
Multiparae 
Vertex 

3reech 

Normal 

Flat 

Generally contracted 
Male 

Not recorded 
Not engaged 
Engaged 
Partial 

Average 
Average hours 
Average number 
Not recorded 
None 

1 finger 


2 fingers 


4 
Fully 


Stenosed 

Not recorded 
None 

Slight 

Moderate 

Marked 

None 

Slight 

Moderate 

Marked 

Jagging 

Manual dilatation 
Attempted forceps 
Version 

Bagging 
Trachelotomy 
Att. foreeps 
Examination under ether 
Total 


Toxemia 


Mitral stenosis and insufficiency 


Chronie nephritis 
Secondary anemia 
Pustular dermatitis 
Wassermann 
Bronchitis 

Marked obesity 
Moderate obesity 


12 


99.2 


100.9 


31 


749 


The cervix in most eases was 
approaching full dilatation, a condition most favorable for the pro- 
cedure. Malformation of the cervix occurred only onee, and was from 
former injury and not operation. Tonicity of the uterus and the for- 


mation of a high contraction ring was not very accurately recorded 
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and probably existed to a greater degree than the record would indi- 
eate. The same is true regarding exhaustion. In a number of the 
eases that had been in labor for forty-eight hours or more, the interne. 
under the heading ‘‘exhaustion,’’ had written ‘‘none’’ or left it blank. 
One-fifth of the patients had been subjected to attempts at delivery, 
Pituitrin had been given in large doses before admission in at least 2 
eases. Toxemia including 1 case of eclampsia, complicated one-fourth 
of the cases. There was only 1 heart case, and compensation was good 
in that one. It may have predisposed to pneumonia. Marked obesity 
complicated 2 of the cases and this condition in a lesser degree added 
to the technical difficulties and likelihood of wound infection in about 
one-fourth. The slightly high average pulse and temperature are fur- 
ther evidences of possible beginning infection. The temperature in 
most cases was taken by mouth. By reason of past experience with the 
low double flap procedure, these cases were not considered eligible for 
delivery by this method, and the Latzko procedure elected. 


LATZKO TECHNIC AS PRACTICED AT LYING-IN HOSPITAL 


The procedure as practiced at the New York Lying-In Hospital is as follows: 

The bladder is emptied, 200 ¢.c. of borie acid solution is instilled, a clamp is 
placed on the catheter and the free end strapped to the thigh with adhesive. 
Latzko emphasizes the importance of distending the bladder 


as a means of first 
stretching or lifting the peritoneal fold from the lower uterine segment. 

The patient is placed in marked Trendlenburg position. 

A longitudinal incision is made in the midline from the symphysis to the upper 
edge of the distended bladder. The skin and subcutaneous tissues are first cut 
through and the line of incision over the fascia completely exposed. Great care 
is necessary when incising the fascia not to puncture the peritoneum or to injure 
the bladder which is sometimes protected by only a very thin fatty areolar cover- 
ing. After a small opening has been made in the fascia, the remainder of the 
incision can be effected easily with the scissors. 

Difficulty is usually encountered in freeing the upper left pole of the bladder, as 
there is frequently a fairly firm fibrous band holding it in place. This should be 
severed close to the bladder early in the dissection, because injudicious blunt dis- 
section at this point is the error that most frequently results in opening the 
peritoneal cavity. 

By finger dissection, the bladder is separated from the anterior abdominal wall 
on the left side. The left rectus is then retracted so as to expose the left edge of 
the bladder. The bladder is retracted to the right and the blunt dissection is ear- 
ried through the loose areolar tissue down to the fascial covering of the lower 
uterine segment. Once this plane is located, the bladder is separated from the lower 
uterine segment by finger dissection. 

The bladder, having been freed entirely on the left side, is retracted to the 
right. The posterior dissection is carried out on the right side to give complete 
exposure of the lower uterine segment and the bladder is freed, as mueh as is 
necessary for proper exposure, from its anterior attachment on the right side. 

The vesico-uterine fold is then freed from the lower uterine segment. 

The level of the peritoneal reflection is quite variable, but ample room ean always 
be secured by carefully dissecting free the loose areolar attachment well below the 
reflection, and allowing the fold of the peritoneum to slide up out of the way. 
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The clamp is released from the catheter, and the empty bladder is then re- 
tracted well over to the right. 

A longitudinal incision is made in the midline of the lower uterine segment, 
beginning at the upper angle of the wound just below the peritoneal reflection 
and extending well down behind the symphysis. A finger is placed in the baby’s 
mouth and the face rotated into the wound. Delivery is effeeted with forceps. 
Some rotate the occiput into the wound, using the hand as a guide, and effect 
delivery by pressure on the fundus. Pituitrin is then given. If bleeding occurs, 
it is controlled with clamps, but is usually very slight and easily controlled. The 
lower angle of the wound is pulled upward and several interrupted sutures are 
inserted. The placenta is then delivered by traction on the cord and compression 
of the fundus. An oxytoxie is then given. The lower uterine segment is closed 
with two layers of sutures: First: Interrupted No. 2 chromic catgut through and 
through. Second: Continuous No. 2 chromie catgut in the fascial covering of the 
lower uterine segment, the Connell stitch being used, and complete burying of the 
first suture line effected. 

The bladder is refilled to test for possible injury. The peritoneum and bladder 
are then drawn into place and fastened loosely with several plain gut sutures. 

A rubber dam drain is left in the retrovesical space and the fascia is closed 
with interrupted chromie sutures. Clips are used for the skin. 

The postoperative care consists of Fowler posture and supporting measures such 
as elyses, water by rectum, ete. Strange to say, catheterization is seldom neces- 


sary. 


Among the indications for the Latzko operation, advanced labor is 
included. I might say that it is practically an essential, since dilata- 
tion and thinning out of the lower uterine segment produce the fol- 
lowing changes in anatomic relationships which are helpful to the 
operator: First, elevation of the vesico-uterine peritoneal fold, and to 
some extent, the bladder, with loosening of its attachments to the 
cervix. Second, marked lateral displacement of the uterine vessels 
and ureters. When the fetal head is above the brim, these changes are 
exaggerated. In advaneed labor they reach their maximum. 


OPERATIVE DATA 

Many ecrities of this procedure have emphasized the fact that acei- 
dental opening of the peritoneal cavity too frequently defeats the 
purpose of the operation. In this series, it oceurred in 10 of the 59 
operations but in each instance before the uterine cavity was opened. 
Immediate repair was done and in none of these eases did any evidence 
of peritonitis develop subsequently. 

The danger of injuring the bladder is another argument and one of 
the strongest directed against this procedure. It occurred with us six 
times. Immediate repair was effected which held in three eases with 
no subsequent disturbance of function. 

Such accidents add to the operating time and hence increase the sur- 


gical risk. 
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Drainage is undoubtedly one of the big factors of safety in this pro- 
cedure; in the one case in which it was not employed, there was a 
pustular dermatitis of the abdominal wall. 

The time recorded is that of the actual operating time and for the 
series averaged forty-six minutes. Induction, catheterization and 
preparation required an average of fifteen minutes. 

Troublesome hemorrhage occurred in only four cases, and always 
from the placental site. As a rule, there is very little bleeding encoun- 
tered in reaching the lower uterine segment, and while incising it. 


TABLE IT. OPERATIVE DATA 


Total cases 59 
Gas-oxygen and ether anesthesia 59 
Number of operating surgeons 8 
Standard technic emploved 
Delivery of baby through rupture in lower segment l 
Peritoneal cavity opened, repaired immediately 10 
Bladder injury, immediate repair 6 
Drainage instituted 58 


Longest operating time 
Shortest operating time 


80 minutes 


30 «6 
Average operating time 16 
Troublesome hemorrhage reported 
Bleeding coming from placental site } j 


Bleeding from the placental site, when it does occur, is, I believe, 


This is due to the faet 
that we are dealing with a patient whose margin of reserve may be 


one of the greatest dangers of the procedure. 


very small as a result of exhaustion. In such a ease a brisk hemorrhage 
may be the last straw, or all that is needed to induce profound shock 
with complete atony of the uterus. To guard against this danger, we 
should employ in practically all these cases such supporting measures 
as the following: 
1. Preoperative clyses and infusion of glucose. 
2. Preparation for immediate transfusion. 
3. Guarding of fundus by assistant throughout operation. 
4. Insistence on an absolute minimum of anesthesia. | 
[ doubt seriously whether this procedure could be done under loeal 


anesthesia, and I have not heard of the use of spinal anesthesia in con- 
nection with it. If it were feasible, the latter would be ideal. 


POSTOPERATIVE DATA 


The postoperative course in these eases is very surprising and grati- 
fying. Table III shows the incidence of distention, nausea and vomit- 


ing, and catheterization. In view of the extensive dissection of the 


bladder, the slight disturbance in function is remarkable. 
Average temperature and pulse curves are shown in Fig. 1. 
Primary union of the wound was secured in 38, or two-thirds of the 


sases. In only 4 was there gross infection, where healing was finally 


STEELE: EXTRAPERITONEAL CESAREAN SECTION 753 


accomplished by the slow process of granulation. Sinus formation at 
the site of the drain was present in 15, but in very few did it lead to 
any increase in hospital stay. 

The drains were usually removed at the end of seventy-two hours. 
Drainage as a rule is profuse for the first twenty-four hours. 

Vesico-uterine fistula appeared in one case, on the tenth day, follow- 
ing injury and repair at operation. 

In three eases, vesico-abdominal and vesicovaginal fistulae occurred 
simultaneously. In one of these cases, a bladder injury, repaired at 


hed 


Fig. 1.—Composite temperature and pulse curves of all cases operated by Latzko 
method. 


the time of operation, apparently broke down on the third day. In the 
other two cases, foreeps delivery had been attempted and great force 
used as evidenced by fracture of the fetal skull. The fistulae appeared 
on the fifth day. 

All vesico-abdominal fistulae were healed before discharge. 

Four cases were discharged with fistulae. One vesico-uterine fistula 
was repaired later on; one vesicovaginal fistula was repaired later on; 
two vesicovaginal fistulae were lost track of. 

In one ease, deformity resulted by adherence of the lower uterine 
segment to the abdominal wall. 
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The average stay in the hospital was seventeen days, which com- 
pares favorably with an average cesarean patient. 
Bronchitis was the most frequent postoperative complication, oceur- 
ring 8 times; but in all cases it was of simple nature. 
TABLE IIT. PoSTOPERATIVE CONDITIONS 


Distention Absent 


35 

Slight 14 

Marked 8 

Nausea and vomiting Absent 38 
Slight 1] 

Moderate 5 

Marked 3 

Catheterization Not required 35 
Permanent catheter 7 

First day 1] 

Three days 3 

Involuntary l 

Wound healing Primary union 38 
Gross infection 4 

Sinus formation 15 

Urinary fistulae Vesico-abdominal 3 
Vesico-vaginal 3 

Vesico uterine l 

Vesico-abdominal Healed on discharge 3 
Uterus adherent to abdominal wall 1 


TABLE IV. DISEASES COMPLICATING PUERPERIUM 


Pleurisy l 
Bronchitis 8 
Pulmonary embolus 2 
Phlebitis 


Pneumonia 2 
Peritonitis 
Stay in Hospital 
Longest 62 
Average 17 


Pulmonary embolus occurred twice, and was fatal in one ease. 

Phlebitis occurred twice but was mild in character and was attended 
by only slight swelling of the affected extremity. 

Peritonitis occurred only once and was accompanied by other disease 


conditions. This is discussed in the mortality report. 
OBSERVATIONS SUBSEQUENT TO DISCHARGE 


Our follow-up notes are incomplete, but a sufficient number of cases 
have been seen to give a fair idea of end-results and effeets on subse- 
quent pregnancy and labor. 
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At the end of eight weeks, in twenty cases we found the wounds 
healed, involution complete, and the uterus freely movable. Retro- 
version was present in two eases, but the cervix was not adherent. 

The abdominal sinus was discharging serum in three eases; but at 
the end of three weeks of after-treatment in the clinic, all were healed. 


There was one ease of postoperative hernia. 


TABLE V. FoLLow-Up Nores 


Examined at 6 to 8 weeks: 
Wound healed 
Involution complete 20 
Uterus movable 


Retroversion 2 

Sinus 3 
Postoperative hernia (4 months) 1 
Vesicovaginal fistulae 3 
Vesico-uterine fistulae 1 
Successfully operated vesico-uterine 1 

vesicovaginal 1 
Lost track of vesicovaginal 2 
Subsequent pregnancy Total 8 
Pregnant, not delivered 2 
Mode of delivery Low flap cesarean 2 
Abortion, 2 months 1 
Spontaneous premature, 5 pounds Living children 2 
Spontaneous delivery Full term 1 


Of the four patients leaving the hospital with urinary fistulae, two 
were successfully operated upon; the others could not be located. 

Of a total of eight eases which are known to have become pregnant 
again: two are undelivered; one has miscarried; two delivered small 
premature children spontaneously; one delivered a large full-term 
child spontaneously ; two were delivered by low double flap cesarean 
section. In the spontaneous deliveries, the old Latzko wound was pal- 
pated through the vagina, and no sear could be made out. In the low 
flap cesarean sections, no trouble was reported with the old sear. 


MATERNAL MORTALITY 


There were five deaths in the 59 eases, or about 81% per cent. A 
short résumé of the ease reports in these eases follows: 


CasE 1.—Gravida iii, para ii, aged forty, normal delivery of full-term child 
which died at thirteen months. Flat pelvis; trial labor of twelve hours; membranes 
ruptured six hours; cervix 4% fingers; no engagement; fetus weighed 3850 gm.; 
vaginal examinations 4; marked edema; trace of albumin; blood pressure 168/110. 

Standard technic. Time forty minutes. No injury to bladder or peritoneum. 

Postoperative course for forty-eight hours uneventful. Sudden pain in chest, 
cyanosis, collapse, and death. Abdominal wound clean. Diagnosis: Pulmonary 
embolus. Baby discharged in good condition. 


Case 2.—Negress, aged twenty-four, gravida i, para i. Flat pelvis, C.V. 8.5 em. 


Vertex, L.O.P.; not engaged. Cervix fully dilated; twenty-four hours’ trial labor. 
Weak contractions; membranes ruptured seven hours; 6 vaginal examinations; mod- 
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erate exhaustion noted. Pulse 80; temperature 98.6° F. 


Mitral insufficiency and 
stenosis, well compensated. Weight of baby 3750 gm. 


Standard technic. Time one hour, five minutes. No injury to bladder or 
peritoneum. 
Postoperative course stormy. Pneumonia (lobar) first day. Wound grossly in. 


fected on fifth day. Death on sixteenth day. 


Diagnosis: Lobar pneumonia. Wound 
nearly healed. Baby: Stillbirth. 


Autopsy revealed atelectasis. 


CASE 3.—Gravida v, para iv, aged thirty-one. Two 


instrumental stillbirths, 1 
neonatal death after forceps delivery. 


Generally contracted pelvis, C.V. 8.5. 
414 fingers. In labor fourteen hours. Membranes ruptured twelve hours; 
examinations. Vertex, R.O.T., unengaged. 


Cervix 
Vaginal 
Baby weighed 4320 gm. Moderately 
exhausted. Pulse 120, temperature 98.6° F. Admitted late in labor. 

Standard technic. Marked obesity added greatly to technical detail. 


Time one 
hour, twenty minutes. Bladder injury. Marked uterine 


atony. No response to 
pituitrin, or gynergen. Death from hemorrhage and shock 5 minutes after com 
pletion of operation, despite immediate infusion. Baby discharged in good econ 
dition. 


CASE 4.—Gravida i, para i, aged twenty-nine, contracted pelvis, male type. Con- 


jugate not reached. Vertex, R.O.P., dipping. In labor 


fifty-six hours. Mem- 
branes ruptured forty-six hours. Marked exhaustion. Pulse 124, temperature 


102° F, Twelve vaginal examinations. Fetal distress, he: 


rt 110-170, Weight of 
bag twenty-four hours prior to operation. 
Trachelotomy and attempted high forceps. Episiotomy. 
perineum. 


baby 3750 gm. Meconium. Voorhees’ 


Repair of cervix and 


Standard technic. Time thirty minutes, total on forceps, ete., two hours. HHem- 


orrhage, profound shock, uterine atony, and continued bleeding, with death shortly 


afterward. Baby: Stillbirth. Autopsy report, fractured skull. Cerebral hemor- 
rhage. 

CasE 5.—Gravida v, para ii, aged twenty-nine. No living children. Male type 
of pelvis. Cervix 4% fingers. In labor twelve hours. Membranes ruptured six 
and one-half hours. Breech, footling with feet prolapsed. Two vaginal exam 
inations. Chronic parenchymatous nephritis. Marked edema. Blood pressure 145/70. 
Hemoglobin 40 per cent. Moderate exhaustion. Pulse 100. Temperature 98.6° F. 


Usual procedure. No injury to bladder or peritoneum. Time fifty minutes. 
Convalescence stormy. Pneumonia and peritonitis with ileus. Death 


day. 


on fourth 
Wound examination revealed no evidence of healing. No opening in peritoneum 
could be demonstrated, but Streptococcus hemolyticus were recovered from peritoneal 
cavity and wound. Type IV pneumococcus in sputum. Baby weighed 2920 gm. 
and was discharged in good condition. 


TABLE VI. MATERNAL MORTALITY 


Total Cases ay 
Total Deaths 5 
Percentage 8.47% 
Causes of Death: 
Pulmonary embolus ] 
Lobar pneumonia 1 
Shock and hemorrhage 2 


Bronchopneumonia 

Peritonitis 1 
Chronic nephritis 

Secondary anemia 
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COMMENTS 


The only ease which developed peritonitis also had pneumonia and 
wound infection. A chronic nephritis with marked secondary anemia 
made her an extremely poor surgical risk, and she appeared to have no 
resistanee and a generalized fulminating infection. 

The two eases which died of hemorrhage and shock emphasize the 
need for prophylaxis mentioned before, but they were very poor risks 
at the outset. In one, the procedure had to be unduly prolonged on 
account of obesity and a complicating bladdery injury; in the other, 
the preliminary operation of attempted forceps, preceded by trachel- 
otomy had consumed considerable time and rendered her an extremely 
poor surgical risk. 

The deaths from pulmonary embolus and pneumonia cannot be 
charged entirely to the operation. In the lobar pneumonia ease, there 
was a complicating heart lesion that probably played some part. It 
seems reasonable to attribute such a high pulmonary complication inei- 
dence, in part at least, to the exaggerated Trendelenburg position. 
Some operators advise an immediate shift to the horizontal after deliv- 
ery of the child, claiming that it does not interfere. This would seem 
to be a wise modification of the present technie. 


FETAL MORTALITY 


There were three stillbirths and three neonatal deaths. One of the 
stillbirths and two of the neonatal death cases were found to have 
fractured skulls and cerebral hemorrhage at autopsy. 

There were two eases of atelectasis.. One was due to rupture of the 
lower uterine segment in an attempted version, and the baby was dead 
before delivery. The attending surgeon felt confident that the rupture 
was limited to the confines of the broad ligament and elected Latzko 
with the idea of preserving the uterus. The operative findings con- 
firmed his diagnosis and the mother made an uneventful recovery. In 
the other ease of atelectasis, there had been no fetal distress, but the 


TABLE VII. INFANT MORTALITY 


Total cases vs 


) 
Discharged in -good condition 53 
Stillbirths 3 
Neonatal 3 
Total obstetrie mortality 10.17% 


TABLE VIII. Autopsy FINDINGS, INFANTS (5) 


CEREBRAL FRACTURED 
ATELECTASIS HEMORRHAGE SKULL 
Stillbirths 2 
Neonatal 3 2 
Causes of death in ease 
not autopsied ] 
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operation was prolonged and very difficult. 
made to breathe. 


In the other case of cerebral hemorrhage the baby who weighed 


3700 gm. died on the fourth day. 


pelvis, fully dilated, and membranes ruptured for two hours. 


distress. Heart rate 172. Passage of meconium. 


COMPARATIVE MORTALITY FROM SPECIAL CAUSES IN 
CESAREAN 

Table IX of comparative mortality statistics reveals practically the 
same maternal death rate in two types of extraperitoneal section. 

Table IX also reveals that the percentage of total deaths due to 
peritonitis and hemorrhage is of interest in showing the highest rate 
in peritonitis where the least risk has been taken; and the highest rate 
in Latzko from hemorrhage where the surgical risk has increased with 
exhaustion. 


TABLE IX. COMPARATIVE MORTALITY STATISTICS 


Gastro elytrotomy, 46 eases, 4 deaths 


8.69% 


Latzko 8.47% 
Percentage of Total Deaths Due to Pertionitis in 

Various Types of Section: 
Gastro-elytrotomy 20.0 % 
Latzko 20.0 % 
Low double flap 37.5 % 
Classical 54.54% 
Percentage of Total Deaths Due to Hemorrhage 

and Shock in Various Types of Section: 
Gastro-elytrotomy 25.0 % 
Latzko 10.0 % 
Low double flap 31.25% 
Classical 13.08% 


CONCLUSIONS 


Extraperitoneal cesarean section carries a minimum risk of eom- 
plicating peritonitis when employed in the presumably infeeted ease. 
It has all the advantage of a low double flap operation, plus the extra- 
peritoneal feature, plus drainage. 

2. Immediate surgical risk is increased due to the exhaustion of the 
patient and should be guarded against by all possible prophylactic 
measures. 


3. Rupture of the uterus in subsequent pregnancy and labor earries 
the same risk as that of the low double flap. 


this method is unlikely. 


4. Bladder injuries of serious consequence are unlikely with inecreas- 
ing experience. 


Subsequent delivery by 


5. Postoperative course, wound healing, and stay in the hospital are 
satisfactory. 


The baby could not be 


A trial labor of twelve hours, flat 
Fetal 


DIFFERENT TYPES OF 


= | 


BURNS: THE LATZKO EXTRAPERITONEAL CESAREAN SECTION 759 


REFERENCES 


Chamorro, T. A.: Semana med. 24: 149-189, 1917. Eversmann, J.: Zentralbl. 
Gyniik. 33: 1152-1154, 1909. Fuchs, H.: Zentralbl. f. Gyniik. 33: 730- 
33. "1909. Kholmogoroff, S. S.: J. Akush. i. Zhensk. Boliez., S.-Peterb. 
24: 1423-1426, 1910. Latzko, W.: Wien. klin. Wehnsehr. 22: 477-482, 1909. 
Latzko, W.: Zentralbl. f. Gynik. 33: 769-771, 1909. Latzko, W.: Zentralbl. f. 
Gvniik. 33: 275-283, 1909. DeLee, J. B., and Cornell, E. L.: J. A. M. A. 79: 109- 
112, 1922. Druskin, S. J.: J. A. M. A. 62: 1383-1384, 1914. King, E. L.: J. A. 
M. A. 79: 112-115, 1922. Phaneuf, Lowis E.: Surg., Gynee. Obst. 47: 851, 1928. 
Schilling, Nicholas: J. Iowa Med. Soc., November, 1923. Markoe, J. W.: Bulletin 
of Lying-In Hospital 10: No. 2, 1915. Davis, Asa B.: Am. J. Osst. & GyNec. 138: 
a 1924. Edgar, J. C.: Practice of Obstetrics, ed. 6, Philadelphia, 1924, P. Blakis- 
ton’s Son & Co. Spalteholtz, Walter: Hand Atlas of Human Anatomy, ed. 4, 3: 
1924. Williams, J. W.: Obstetries, ed. 5, New York, D. Appleton & Co. DeLee, 
J. B.: Principles and Practice of Obstetrics, ed. 4, Philadelphia, W. B. Saunders Co. 


7 


108 East SIXTY-SIXTH STREET. 
: (For discussion, see page 847.) 


THE LATZKO EXTRAPERITONEAL CESAREAN SECTION* 


By Henry T. Burns, M.D., New York 
(From the New York Nursery and Child’s Hospital) 


HIE object of this paper is to diseuss the Latzko extraperitoneal 

cesarean section, principally from the standpoint of technic. For 
that reason it will be very brief in regard to the indications, advan- 
tages and disadvantages of this operation. 


INDICATIONS 


No attempt will be made to enumerate every possible case in which 
this operation might be used. The types of cases in which the Latzko 
may be used with advantage are the following: 

1. Infeeted or potentially infected cases in which a favorable out- 
come for both mother and baby seems hazardous by the vaginal route, 
or intraperitoneal cesarean section. 

2. Cervical dystocia with little or no progress following prolonged 
labor and numerous vaginal examinations. 

3. Borderline pelves which have been given a trial labor and a mod- 
erate attempt with forceps has been made. 

4. Very prolonged trial labors in which vaginal delivery is found 
impossible, whether deemed clean or potentially infected. 

The Advantages of This Operation Are: 

1. The peritoneum is not opened and therefore there is no primary 
or secondary spill of infeeted material, amniotic fluid, meconium or 
vernix into the peritoneal cavity. There is no traumatism of the peri- 
toneum by lap-pads, sponges or instrumentation, hence less postopera- 


*Read at a meeting of the New York Obstetrical Society, December 10, 1929. 
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tive shock, abdominal distension and vomiting, which may not be serious. 
but is always of grave concern to the surgeon. 

2. There are no peritoneal adhesions after this operation, therefore. 
no suspension or fixation of the uterus. 

3. The incision is in the passive lower uterine segment where fibrous 
tissue predominates over muscle, therefore, healing is better than could 
be expected in the fundus where relaxation and contraction of the 
muscle disturbs coaptation of the wound. 

4. There is less danger from a cervical sear rupturing during subse- 
quent pregnancy or labor than from a high uterine sear. 

5. The Latzko lowers the incidence of cesarean sections because all 
patients with borderline contraction of the pelvis can be given a trial 
labor with impunity. After labor has progressed for some time the 
progress of labor and pelvic measurements can be checked by vaginal 
examination, and if in doubt, foreeps may be applied, and if the head 
does not advance with moderate traction, a Latzko ean be performed 
without danger to the mother or injury to the baby. These babies 
have too often been victims of cerebral injury or craniotomy. When 
specialists in obstetrics become familiar with the technic of the Latzko, 
fewer women in the early twenties will sacrifice their uteri to the 
Porro cesarean. 

6. The loss of blood is much less than in other types of cesarean. 

7. This type of operation leaves a strong abdominal sear and chances 
for hernia are minimized. 

8. There is a better third stage as in other lower uterine segment 
incisions, as one may wait for uterine contraction to separate placenta. 

Disadvantages of This Operation Are: 

1. Possibility of opening the peritoneum. If proper care in the teeh- 
nie is taken this will seldom oceur; however if it should oceur, the 
opening in the peritoneum should be closed before incising the uterus. 

2. Danger of injury to the ureter and the bladder. Opening of the 
bladder is of little consequence if the injury is detected and sutured 
and the usual retention catheter left in for ten days. There is little 

danger of injury to the ureter if the technic, as given in this paper, is 
closely followed. 

3. Difficulty of performance and length of time consumed are the 
most frequent objections raised. The general practitioner may not be 
expected to perform this operation, but obstetricians, as specialists, 
should qualify themselves to perform this procedure properly, just as 
specialists in other lines become competent to perform equally and 
more difficult operations. 


TECHNIC 
Such vaginal preparations may be done as the operator desires. 


is prepared as for any laparotomy. After anesthesia is started the patient is 
eatheterized with a large rubber catheter and the bladder is filled with 250 ¢.e. of 


The abdomen 
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sterile water to demonstrate anatomy and faeilitate dissection. The catheter is 
clamped and left in the bladder. <A large rubber catheter is used to prevent leakage 
of fluid around the catheter. A moderate Trendelenburg position is used and the 
operator should stand on the left side of the patient. A low mid-line incision is 
made, being careful to extend the lower end of the incision to the pubic bone. 
The sheath of the left rectus muscle is opened near the median border and the 
musele displaced to the left. The posterior sheath of the muscle is opened with 
eare to prevent opening the bladder or the peritoneum. Next begin separating 
the bladder from the posterior sheath of the left rectus muscle at the lower end 
of the incision by blunt dissection, using index fingers in the same manner as one 
exposing the lower end of the ureter for stone (Fig. 1). It will be found that 
the prevesical fascia here is easily broken through and perivesical fat comes into 
view. Then work back toward the mid-line, separating the prevesical fascia from 


the bladder by blunt dissection and opening the fascia up to the peritoneal reflec- 


PERITONEUM 


MUSCLE 


FASCIA 


BLADDER 


Fig. 1.—Separating the bladder from posterior sheath of left rectus muscle and open- 
ing prevesical fascia. 


tion with scissors. Following this line of cleavage down to the left side of the 
bladder to the lower uterine segment, separate the bladder from the uterus with the 
index fingers and at this stage it is well to release the clamp on the catheter and 
let about half of the fluid eseape from the bladder. The bladder is easily separated 
from the uterus up to the peritoneal reflection and down to the vault of the vagina. 
If the peritoneum is not well retracted it is easily separated from the uterus and 
pushed up to enlarge extraperitoneal space, if the cellular tissue, just below the 
peritoneal reflection is picked up with thumb forceps and cut with scissors to secure 
proper line of cleavage. There will be a band of fascia and peritoneum extending 
from the top of the bladder to the left iliac fossa and the temptation to cut this 
is great but it should not be done as the peritoneum is almost invariably opened by 
cutting this band. The bladder is pulled to the right by a broad retractor (Fig. 
2). Release the clamp to let the remaining fluid escape from the bladder. The 
peritoneum should be inspected at this time and if a hole is found it should be 
closed before opening the uterus. In making the uterine incision in the mid-line 
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Fig. 2.—Bladder held to right by a broad retractor exposing lower uterine segment. 


Fig. 3.—Bladder disappears to right side as baby’s head is delivered with forceps. 
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BLADDER 


UTERUS 


Fig. 4.—Closure of wound in lower uterine segment with continued suture. 
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Fig. 5.—Closure of the prevesical fascia showing position of cigarette drain and the 


bladder 


having 


assumed its normal 


position. 
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bandage scissors should be used to prevent injury to the baby’s head, which may 


occur with sharp-pointed scissors. In extending the incision down toward the vagina, 


hold the bladder and fascia that may surround the left ureter well below the point 
of the scissors and there will be little danger of injury to’ the left ureter. Some 
advise putting a finger in the baby’s mouth and rotating its head so the face 


presents in the uterine wound, but it is much easier to rotate the head with the 


Allis clamp so that the occiput presents in the uterine wound and hold it steady 


with the Allis clamp on the sealp while the forceps are applied. The baby’s head 


e.c. of pituitrin 
The placenta may be removed manually, but it is 
better to wait for the effect of the pituitrin and deliver the placenta with moderate 
traction on the cord and Credé of the fundus, 


should be delivered very slowly to prevent trauma (Fig. 3). One 
should be given at this time. 


When the placenta is delivered, one 
of gynergen or some form of aseptic ergot should be given intramuscularly. The 
uterus is not routinely packed but packing may be used if the operator so desires. 
The fundus should be closely watched during the remainder of the operation, as 


there is danger of a concealed intrauterine hemorrhage. The uterine wound is 


closed with two continuous sutures of No. 2 chromic eatgut (Fig. 4). Interrupted 
sutures may be used if the operator prefers. The peritoneum and the bladder 
should again be thoroughly inspected for possible injury. The bladder may be 
partially filled through the eatheter which has been left in place for this purpose. 
If no opening in the bladder is found it is emptied and the catheter is removed. 
Every ease should be drained. A large cigarette drain is placed in the lower angle 
of the wound down to the uterus. The bladder now assumes its normal position 
and the prevesical fascia is sutured with continuous suture of No. 1 plain catgut 
(Fig. 5). The abdominal wound is closed as after any laparotomy. The drain may 
be shortened one-half inch on the second day and removed after seventy-two hours. 


To illustrate the results and slight degree of morbidity shown by 
patients on whom this operation has been performed by me, a few ease 
reports will be reviewed. 


The first was a para i, thirty-one years of age, with an ample pelvis and a breech 


presentation. She had a fifty-seven hour labor. After an attempt at manual dilata- 


tion under anesthesia failed, the cervix remained three fingers dilated for thirty-six 
hours. The membranes had been ruptured eight hours and there were nine vaginal 
examinations during the labor. 


Highest temperature was 102° F. Normal 
fifth day. 


after 
A Latzko operation was performed May 11, 1924. 


A five pound baby was de- 
livered in good condition. 


The time of the operation was fifty-five minutes. The 
drain was left in for five days because of profuse foul discharge that persisted until 
the tenth day. 


The mother and baby were discharged on the twenty-second day in 
good condition. 


Postpartum examination showed uterus well involuted, in good 
condition, and freely movable. 


The second case was a para i, twenty-nine years of age, at term. She had been 
checked in the antepartum elinie as having 


a generally contracted pelvis and a 
trial labor was advised. 


The membranes were ruptured for thirty-two hours. She 
was in active labor for twenty-seven hours. Five 


rectal examinations were done. 
The head was above the spines L. O. P. 


The cervix was fully dilated three and a 
On vaginal examination at this time it was thought 
the patient could be delivered with foreeps. The head was rotated from L. O. P. 
to L. O. A. with Kielland forceps. There was no advance with moderate traction. 
At this point the author must plead guilty of using poor judgment in persisting in 
hard traction about twenty minutes before realizing that there was an absolute 
disproportion between the head and the pelvis, 


half hours without progress. 


Either craniotomy on a living baby 


| 
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a cesarean section had to be performed, and the latter was selected as the fetal 


or 
heart was in excellent condition and remained so for forty-five minutes while the 


operating room was being set up. The patient was again anesthetized and a Latzko 
operation was performed. An eight pound baby was delivered and died forty-five 
minutes after delivery. Autopsy showed bilateral tentorial tears with hemorrhage. 
The mother had no abdominal discomfort postoperative, and she had an uneventful 
convalescence. She was discharged on the fourteenth day with the uterus well 
involuting, in good position, and freely movable. Time of operation was fifty 
minutes. Highest temperature was 100. Normal after second day. 

The third case was a para i, twenty-six years of age, and one week past due. 
She was admitted to the Nursery and Child’s Hospital, August 28, 1928, as an 
emergency case in early labor. There had been no antepartum care, or check on 
pelvic measurements. The patient had a sixteen hour trial labor with three vaginal 
examinations. The cervix was two fingers’ dilated, membranes intact, head not 
engaged. A Latzko operation was performed and a seven and three quarters pound 
baby was delivered in good condition. The patient made an uneventful recovery and 
was discharged on the fourteenth day with the uterus well involuting, good position. 
Time of operation was forty-five minutes. Highest temperature was 101° F. Nor- 
mal after fourth day. 

The fourth case was a para i, twenty-four years of age, at term. When this 
patient was first seen by the operator, she had been in labor forty-three hours. 
The membranes had been ruptured seventeen hours. The pulse was 120 and the 
temperature 101° F. The fetal heart was 100 to 112 after pains and would rise to 
180, and at times it could not be counted because of the rapid rate. There was 
profuse thick meconium. The cervix was three fingers’ dilated. The head was 
not engaged and the position was right occiput posterior. There was marked 
contraction of the pelvis transversely and at the inlet. The patient had 
six vaginal examinations during the last twenty hours of labor. A Latzko opera- 
tion was performed September 8, 1928, at the City Hospital. The baby weighed 
seven and three-quarters pounds and was in fair condition. Time of operation 
was fifty minutes. Iodoform gauze packing was left in the uterus and removed 
on the second day. The drain was removed after seventy-two hours. The patient 
had a postoperative bronchitis with purulent expectoration. The mother and baby 
were discharged in good condition on the eighteenth day postoperative. Highest 
temperature 101.5° F. Normal after tenth day. 

The fifth case was a para i, thirty-nine years of age, at term. The pelvis was 
ample. Membranes had been ruptured fifty-five hours. She had been in labor 
for thirty-six hours with irregular contractions. On vaginal examination the cervix 
was found to be two and one-half fingers’ dilated and thick. The baby’s head was 
extended with a brow presentation and no engagement. The Latzko cesarean was 
performed and an eight and a half pound boy was delivered in good condition. 
Time of operation was sixty minutes. The mother and baby were discharged in 
good condition on the seventeenth day. Highest temperature, 101° F. Normal 
after tenth day. 

The sixth case was a para ii, twenty-seven years of age, ten days past due. Her 
first baby weighed seven pounds and was delivered normally. The patient was in 
labor twenty-three hours. Four vaginal examinations. Almost fully dilated for 
twelve hours with ruptured membranes. The position was L. O. A. and the head 
was not engaged. A Latzko cesarean section was performed and a ten pound, 
fourteen ounce baby was delivered in good condition. A small opening was made 
in the peritoneum while freeing it from the uterus and was closed before incising 
the uterus. Time of operation was fifty-five minutes. The highest temperature 
Was ninety-nine and a half, until the eighth day when the patient had a recurrence 
of an old pyelitis. 
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The seventh case was a para i, twenty-five years of age, at term. 


The pelvis was 
ample. 


Moderate toxemia requiring hospitalization one week before labor began 
spontaneously. The patient was in labor sixty-six hours, during which time she 
required one grain of codeine, two doses of bromide and chloral, two hypodermies 
of morphine and scopolamine and one of morphine alone. After fifty-six hours of 
labor, the cervix was one and one-half fingers’ dilated. A No. 3 bag was inserted, 
Ten hours later the bag was removed and a Latzko operation was performed. An 
eight pound baby was delivered in good condition. 


Highest temperature, 100° F, 
Normal after tenth day. 
The eighth ease was a para i, thirty-five years old at term. She had 


a fourteen 
hour labor. Membranes ruptured four hours. Full dilatation. 


Axis traction foreeps 
were attempted for a short time by the doctor in charge of the case. Believing it 
impossible to deliver a live baby by vaginal route, a Latzko cesarean section was 
done. After forceps the fetal heart was irregular, ranging from 50 to 120 and 
there was no fetal heart at delivery. No autopsy was obtained. The mother made 
an uneventful recovery. Highest temperature, 100° F. Normal after tenth day. 
The ninth case was a para i, age thirty, in labor forty-eight hours. 
had been ruptured eight hours, There was a three fingers’ dilatation. 
haby was delivered by Latzko operation. 


Membranes 
A nine pound 
Mother and baby were discharged on the 
twenty-first day in good condition. 


In the nine eases just presented there was no injury to the bladder. The 
peritoneum was opened once and there was one postoperative catheterization. 


SUMMARY 


The Latzko operation reported by him twenty years ago is still the 
best type of true extraperitoneal cesarean section in use today. Famil- 
iarity with the technic of this operation will save the obstetrician much 
anxiety in eases of prolonged labor. He realizes that with the Latzko 
at his command he may still perform a cesarean section with safety 
after repeated examinations, bagging, or attempt at foreeps. A 
thinned out and well retracted lower uterine segment is most advis- 
able. If the technic, as outlined in this paper and illustrated by mo- 
tion pictures, is employed there will be little danger of injury to the 
peritoneum or bladder. Case reports and lantern slides are presented 
to illustrate the slight degree of reaction or morbidity. 

667 MADISON AVENUE. 
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STUDIES ON THE PUPILLARY REACTIONS OF PREGNANT 
AND NONPREGNANT WOMEN AND THEIR PRACTICAL 
APPLICATION TO THE DIAGNOSIS OF PREGNANCY 
AS A SIMPLE PROCEDURE* 


By Z. Bercovirz, M.D., Pu.D., New York, N. Y. 
(From the Department of Laboratories and the Department of Gynecology of the 
New York Post-Graduate Medical School and Hospital) 


I, INTRODUCTION AND METHODS 


fo® many years efforts have been made to discover differences in 
the blood of pregnant and nonpregnant women. Some studies have 
been purely chemieal, others biologie and still others combinations of 
both methods. In recent years efforts have been made to isolate cireu- 
lating hormones in the blood of pregnant women. Most notable has 
been the work of Aschheim and Zondek in determining the presence of 
the hormone of the anterior lobe of pituitary in the urine of pregnant 
women. Still more recently Pollatschek and Porges have devised a 
skin test for pregnaney based upon the presence of the hormone of 
anterior lobe of pituitary in the circulation. A bibliography has been 
appended in which are listed some of the important contributions of 
recent years. 

The purpose of this present study is the determination of possible 
differences in the pupillary reactions of pregnant and nonpregnant 
women as a result of instilling their own serum into the conjunctival 
sac. It was thought that possibly some adrenalin-like substance cireu- 
lating in the blood stream might cause a change in the size of the 
pupils when the serum of the patient herself was instilled into her own 
eye. In the early cases it was noted that a dilatation of the pupil 
occurred as a result of serum instillations. Therefore in this study 
adrenalin hydrochloride has been used in conjunction with the serum 
and the results noted. 

The technie is simple. The apparatus required includes a hypoder- 
mie syringe for withdrawing the blood, a few small agglutination 
tubes, a medicine dropper and a centrifuge. About 5 e¢.ec. of blood is 
withdrawn and rapidly centrifuged. Then with a clean medicine drop- 
per the clear serum is removed and a few drops instilled into the con- 
junetival sae of the patient from whom the blood was taken. It is 


*Read before a meeting of the New York Academy of Medicine, Section of Gyne- 
cology, January 28, 1930. 


Obstetrical cases were made available by the courtesy of the New York Nursery 
and Child’s Hospital. 
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desirable to examine the patients as soon as possible after the blood is 
withdrawn. (See Section XIII.) 


Il. THE INFLUENCE OF LIGHT AND ACCOMMODATION ON TILE PUPILLARY 


REACTIONS 


The lighting arrangements of the examining room are important. It 
has been found that in order to assure uniform results in the majority 
of cases it is necessary to have a soft yellow light. 


This should not 
shine direetly into the patient’s eyes. 


On the other hand it should af- 
ford sufficient illumination to make it possible to see the pupils with- 


out directly glaring into them. White or brilliant light seems to excite 


such a profound reaction on the pupil that whatever hematogenous 
substance it is that causes a change in the size of the pupil cannot ex- 


ert its influence in opposition to this type of light. At all times it must 


be remembered that whatever reaction occurs in the pupil is the sum 
total of the effects of light plus the influence of the patient’s own 


serum. In some cases the serum causes dilatation of the pupil and in 


others contraction. 

To determine the part played by the two types of light, six cases 
were taken at random from the prenatal elinie and examined under the 
different lighting conditions. 


Table I is a résumé of the six eases stud- 
ied. 


All were negative under bright white light, but only four reacted 
positively when taken under better lighting conditions. 


Two did not 
react at all. 


These two are representative of the smaller group of cases 
in which no reaction has been obtained under any conditions. It is 
particularly fortunate that these two cases happened to enter this 
series for otherwise the error of expecting all cases to be positive 
under good lighting conditions might have slipped in. It is clear, 
however, that the percentage of failures will be reduced if proper 


lighting conditions are maintained. Since this has been realized fewer 


questionable results have been observed. 


TABLE I. PUPILLARY REACTIONS OF PREGNANT WOMEN 


TO THEIR OWN SERUM AND 
ADRENALIN HYDROCHLORIDE IN BRIGHT LIGHT 


AND Sorr YELLOW LIGH1 


| BRIGHT WHITE LIGHT SOFT YELLOW LIGHT 
SERUM ADRENALIN SERUM 
40892 0 0 0 0) 
41095 | 0 4 
41028 0) 1 
40541 0 0 0 
30268 () 0 
40836 0 


Another precaution which should be carefully observed is that rela- 


tive to the accommodation of the eye. The patient is instructed to look 


at a distant point and relax if possible. Before serum is dropped into 


the conjunctival sac, the pupils must be carefully observed to note if 


| 
| 
| 
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they are equal and regular, also to observe their size in relation to the 
amount of light present, and if they are active or quiet. Both pupils 
must be studied. As a rule it has been found most satisfactory if a 
mark is made on the ceiling and the patient instructed to look at it all 
the time. This makes it possible to maintain a standard of light and 
accommodation. 

It has been observed especially in patients who do not cooperate 
well that when the drop of serum, saline, or adrenalin is dropped into 
the eye there is a contraction of the pupil. This lasts for only a mo- 
ment, and then the pupil assumes its former size or changes if there is 
to be a positive reaction. This brief contraction of the pupil occurs as 
frequently after saline as after serum or adrenalin and equally as 
often in pregnant and nonpregnant women. It appears to be due to a 
sudden spasm of accommodation and is not related in any way to the 
reaction of the pupil to serum or adrenalin. As a rule, this occurs also 
in the control pupil. Following this contraction of the pupil, it is im- 
portant that both pupils be observed for any changes which might 
occur. If a reaction is to take place, it usually begins promptly and 
when the pupil is recovering from the preliminary spasm of acecommo- 
dation it will return either to its former size and remain there as in a 
negative case, or else it will continue on to a positive reaction such as 
described below. 

Cooperation of the patient is essential. Henee it is important that 
both examining physician and nurse be gentle with the patient. It 
may be necessary to explain that the test is entirely harmless. It is 
unwise to tell the patient that the ‘‘drops’’ which are to be instilled 
into her eye are from her own blood. Experience has demonstrated a 
repulsion to the thought of having blood put into the eye. However, 
if cooperation is difficult to secure, the use of saline several times may 
help to secure her confidence. After several observations, the reacting 
mechanism may become fatigued, and it will be necessary to have the 
patient rest her eyes for several minutes. 


Ill. PUPILLARY REACTIONS IN NONPREGNANT WOMEN FOLLOWING THE IN- 
STILLATION OF THEIR OWN SERUM INTO THE CONJUNCTIVAL SAC 


The pupillary reactions in 72 nonpregnant normally menstruating 
women have been determined as a control for the studies in pregnant 
women. In all of the cases in this group, the patients had menstruated 
within twenty-eight days and the physical examination confirmed the 
absence of the clinical signs of pregnaney. These women were selected 
at random from the general run of cases coming into the gynecologie 
elinie. 

The women were examined during all stages of the menstrual eycle. 
In some eases they were still menstruating; in others, the time since 
their last period ranged from one to twenty-eight days. No cases of 
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amenorrhea for any reason whatever were included in this study. So 
far as the menstrual function is concerned these women may be consid- 
ered normal. Seventy-two patients were checked and 78 observations 
made with their own serum. In no instance was a positive reaction 
observed. In only one case was the reaction questionable. This pa- 
tient was encountered early in the series before sufficient experience 
had been gained, and looking back on it in the light of subsequent 
observations it was in reality a negative reaction and this same ease 
when subsequently studied was definitely negative. 


TABLE II. THE PUPILLARY REACTIONS IN NONPREGNANT WOMEN 


Number of patients studied 72 7 
Number of observations | 78 75 
Positive reactions 0 0 
Questionable reactions 1 0 
Negative reactions 77 75 


IV. PUPILLARY REACTIONS OF NONPREGNANT WOMEN FOLLOWING THE IN- 
STILLATION OF ADRENALIN HYDROCHLORIDE INTO THE CONJUNCTIVAL SAC 


This study was made because of the fact that in the first eases tested, 
dilatation of the pupil occurred following the instillation of pregnant 
women’s serum into their own conjunctivae. It was thought that pos- 
sibly some adrenalin-like substance was the cause of the reaction. 
Adrenalin hydrochloride in 1 to 1000 solution was used throughout. It 
was found that this is slightly irritating and causes a little smarting. 
However, this soon passes off and if the patient cooperates, observa- 
tions are easily made. 

Adrenalin hydrochloride caused no changes in the pupils of 72 non- 
pregnant normally menstruating women. 


V. PUPILLARY REACTIONS OF PREGNANT WOMEN FOLLOWING TILE INSTILLA- 
TION OF THEIR OWN SERUM INTO THE CONJUNCTIVAL SAC 


In a large percentage of pregnant women, instilling the patient’s 
own serum into the conjunetival sae causes either a dilatation of the 
pupil, a contraction of it, or the pupil is thrown into a state of marked 
activity in which there is in rapid succession both dilatation and con- 
traction. These reactions may be only slight and fleeting, as in a weak 
reaction. On the other hand, they may be marked and remain for sev- 
eral minutes, as in strongly positive cases. When a definitely positive 
reaction occurs, the dilatation or contraction of the pupil is present for 
several minutes and can be easily demonstrated. 

Table III briefly sets forth the results of the work that has been done 
with 68 pregnant women antepartum and in 19 eases, postpartum, 
using both serum and adrenalin. No reaction is considered as positive 
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unless it was sufficiently pronounced to be demonstrated to another 
person. 

Three distinet types of reactions occur. First, dilatation of the 
pupil follows promptly. The pupil rapidly changes its size and be- 
comes fixed in this dilated condition and is in marked contrast to the 
control pupil which has not changed its size. It is possible to watch 
the pupil dilating very gradually. Where the reaction is marked it 
may require the greater part of a minute before the full force of the 
dilating action has exerted itself. Once established, the dilatation may 
remain for several minutes and ean be easily demonstrated. 

TABLE II]. THE PUPILLARY REACTIONS IN PREGNANT WOMEN INCLUDING SOME 


POSTPARTUM OBSERVATIONS 


ANTEPARTUM POSTPARTUM 
Number of patients 68 19 
———— SERUM ADREN ALIN SERUM ADREN ALIN 
Number of observations 75 54 10 20 
Positive dilatation 25 16 0 0 
Positive contraction 19 17 0 4 
Positive increased activity 8 4 0 0 
Questionable reactions : 2 0 9 
Negative reactions 12 12 10 14 

NO. | P. CT. q No. | P.ctT.| No. | P.ct.] No. | P. ct. 
Total positive reactions 60 80 | 41 | 75.9 0 0 4 20) 
Total questionable reactions 3 4 i 2 1.9 0) 0 2 10 
Total negative reactions 12 | 16 | 12 | 222 | 10 | 100 | 14 | 70 


The second type of reaction is a definite contraction of the pupil as 
compared with the control. In these eases there may be a sudden 
spasm of contraction and then following that there is a fleeting dilata- 
tion and finally contraction sets in and the pupil is fixed, but this time 
in a condition of contraction. In other eases the contraction occurs 
without this preliminary activity. This, as in the ease of marked dila- 
tation, is definite and easily demonstrated and may last for several 
minutes before it relaxes and the pupil assumes its former size and that 
of the control pupil. 

The third type of positive reaction which is seen in a smaller number 
of cases is that in which there is a rapid succession of dilatation and 
contraction. In these eases it is not possible to determine whether the 
reaction is dilatation or contraction except in a few eases where the 
sum total of activity may be one or the other. Following the instilla- 
tion of serum the pupil seems to be thrown into a state of turmoil. 
There may be a contraction immediately. This suddenly seems to 
relax and dilatation occurs, only to be followed again quickly by an- 
other contraction. This disturbance is so definite that it cannot be 
overlooked. It is in marked contrast to the control pupil which for 
a time at least is quietly at rest in its reaction to light and aecommo- 
dation. However, after a few moments this disturbance seems to be 
conveyed over to the control pupil and it may then begin to quiver. 
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A glance at Table III shows that 68 patients were studied antepar- 
tum and in these 75 observations were made with serum. Of the total 
of 75 observations, 80 per cent were definitely positive, 4 per cent ques. 
tionable, and 16 per cent negative. 


VI. PUPILLARY REACTIONS IN PREGNANT WOMEN FOLLOWING THE INSTILLA- 
TION OF ADRENALIN HYDROCHLORIDE INTO THE CONJUNCTIVAL SAC 


Sixty-eight patients were studied with adrenalin hydrochloride. 
These observations were made at the same time as those with serum 
and the results compared. <As a general rule the reaction to adrenalin 
has paralleled that of serum. In the cases detailed, 109 observations 
were made with adrenalin and of these only in five cases were the reae- 
tions different from serum. Of the cases recorded in Table III in the 
antepartum group 54 observations were made with adrenalin. Of 
these 75.9 per cent were positive, 1.9 per cent questionable, and 22.2 
per cent negative. 


VII. POSTPARTUM PUPILLARY REACTIONS FOLLOWING THE INSTILLATION OF 
THE PATIENT ’S OWN SERUM AND ALSO ADRENALIN ITYDROCHLORIDE 
INTO THE CONJUNCTIVAL SAC 


To date 19 cases which were positive before delivery have been 
studied at various times postpartum. The object of this study has 
been to obtain some information if possible as to when this reaction 
might become negative in cases which had been positive before de- 
livery. 

Ten observations were made with serum and all were negative. 
These observations were made at different times postpartum varying 
from three hours to three days following delivery. 

Because of the fact that adrenalin and serum reactions in the pupil 
have proved to be the same throughout this study, the majority of 
cases were tested with adrenalin following delivery. Twenty observa- 
tions were made with adrenalin and of these 70 per cent were entirely 
negative, 10 per cent questionable, and 20 per cent positive. 

This is not a large series but it seems to indicate that in a large 
percentage of cases the reactions described above disappear shortly 
after the patient is delivered. 


VIII. PUPILLARY REACTIONS IN NONPREGNANT WOMEN AND ALSO MEN FOL- 
LOWING THE INSTILLATION OF SERUM OF PREGNANT WOMEN 
INTO THE CONJUNCTIVAL SAC 


A group of 20 patients have been studied in an effort to determine 
if possible whether their serum reacts the same in other patients as in 
themselves. In all cases in this series the sera were first tested on the 
patients themselves, and then after the reactions were recorded, the 
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sera were tested on nonpregnant women. In six cases the sera were 
tested by instillations into the conjunctival sacs of men. The results 
of these experiments are recorded in detail in Table IV. 

It has been found that where the blood was negative in the patient 
herself it failed to cause a reaction in the pupils of nonpregnant 
women and also men. There is one exception to this general state- 
men and that is in the case of No. 41452 in which the serum was nega- 
tive in the patient herself but was found to cause a reaction in a non- 
pregnant woman. This serum was tested again but this time in the 
conjunctiva of a man and found to be negative. Repeated again in 
another nonpregnant woman the reaction was found to be also nega- 
tive. No other instance of this sort was noted. Three cases which 
were questionably negative in the patients themselves failed to react 
in nonpregnant women. 

Of the thirteen sera which caused positive reactions in the patients 
themselves only nine caused positive reactions in other patients. How- 


TABLE IV. PUPILLARY REACTIONS IN NONPREGNANT WOMEN AND ALSO MEN 
FOLLOWING INSTILLATIONS INTO THE CONJUNCTIVAL SAC OF 
SERUM FROM PREGNANT WOMEN 


REACTION OF THE SAME SERUM IN OTHER 
|} REACTIONS OF PATIENT PATIENTS AT VARIOUS TLMES FOLLOWING 


CASE NO. | TO HER OWN SERUM WITHDRAWAL OF BLOOD AS NOTED 
| IMMEDIATELY AFTER |-,—— 
| WITHDRAWING BLOOD | NonpREGNANT | | TIME OF TEST 
neuen | MEN | APTER WITH- 
| DRAWING BLOOD 
$0822 0 0 30 minutes 
40541 0 | 0 | 30 minutes 
41028 0 1 hour 
$0768 0 20 hours 
26112 + + 0 20 hours 
40836 30 minutes 
40855 t+ ++ 30 minutes 
23257 0) 0 | 30 minutes 
39871 20 0 30 minutes 
10623 20 0 30 minutes 
10730 70 0 30 minutes 
6917 t+ ++ 15 minutes 
30 minutes 
+ 1 hour 
0 4 hours 
$0581 Ls 0 2 hours 
16597 +4 4+ 2 hours 
41452 0 + 2 hours 
0 2% hours 
0 2% hours 
40269 Oe 0 2 hours 
34507 ++ ++ 1 hour 
0 2 hours 
39872 + + ++ 1 hour 
0 2 hours 
19859 ++ 1 hour 
0 2 hours 
30811 4 } ++ 1 hour 
0 2 hours 
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ever, attention should be called to the fact that of the four sera which 
failed to react on other patients several hours had passed after the 
blood had been drawn. As pointed out below (see Section XIII) the 
time factor is important because the blood seems to become inactive 
within about two hours (and in some eases less) after it is withdrawn. 
Five of the positive reactions were in men. 

The reactions described above are due to some substance circulating 
in the blood stream of pregnant women. This substance will excite 


similar pupillary reactions in nonpregnant women and also in men. 


IX. PUPILLARY REACTIONS IN PATIENTS WHO HAVE NOT MENSTRUATED FOR 
MORE THAN TWENTY-EIGHT DAYS AND IN WIIOM TIE DIAGNOSIS HAS 
BEEN CONFIRMED BY SUBSEQUENT PILTYSICAL EXAMINATION 


Forty-six patients were examined in this series because of the com- 
plaint that they had failed to menstruate irrespective of the reason. 
In most of the cases the question of pregnaney was involved. The 
eases had been divided into two groups depending on the final diag- 


nosis of pregnancy or otherwise. 


TABLE V. PUPILLARY REACTIONS IN PATIENTS WHO HAvE NoT MENSTRUATED FOR 
More THAN TWENTY-EIGHT DAYS 


PREGNANT NONPREGNANT 


Number of patients 20 26 
SERUM | ADRENALIN SERUM | ADRENALIN 
Number of observations 29 26 | 29 26 
NO P. CT. NO. P. CT. NO. P.CT.| NO. P. CT. 
Positive reactions 18 62.0 15 57.7 3 10.4} 2 7.1 
Questionable reactions 4 13.8 3 11.5 2 6.8 S | ae 
Negative reactions 7 24.2 8 30.8 24 82.8 24 85.8 


The percentage of questionable and negative reactions in this group 
of patients is much larger than those of Table III. This is to be ex- 
pected when it is considered that in many of the women examined the 
physical findings were indefinite at the time of examination. In some 
eases the serum test was made when the patient had only been preg- 
nant for possibly a few days. In a large number of eases the test was 
made in the fifth week following the regular normal period. Unfor- 
tunately the number of patients studied in this group is not great 
enough to warrant a definite conclusion as to the number of cases 
which will give a positive reaction within the first few days after a 
menstrual period is due. However, in 20 patients 62 per cent were 
definitely positive and it is highly probable that in a large series this 
percentage will be somewhat higher. 

A positive reaction is good confirmatory evidence and from the 
present group of cases studied offers the possibility of 62 per cent 
positive results. The technic being so simple, even though the per- 
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centage of positive results in these early cases is not high, this method 
is justified as supplementing the other evidences of pregnaney when a 
positive reaction is obtained. 


X. PUPILLARY REACTIONS IN MEN FOLLOWING THE INSTILLATION OF THEIR 
OWN SERUM AND ALSO ADRENALIN HYDROCHLORIDE INTO 
THE CONJUNCTIVAL SAC 


Even though a large number of nonpregnant women have been studied 
as controls for the experiments on pregnant women yet it was thought 
advisable to test a series of men using the same technic. Twelve men 
were taken at random from the genitourinary eclinie and studied. In all 
of the men the technic was exactly the same as has been used in women, 
the same precautions regarding light and accommodation being ob- 
served. The serum of these men was tested within a few minutes 
after it was withdrawn. All of the men cooperated well. 

In all cases it was found that the serum of these men eaused no 
changes in the pupil when instilled into their own conjunctival saes. 
It was negative. This same group of men were tested again using 
adrenalin hydrochloride, and in all cases the pupils failed to change 
at all. 

The conclusion is that in a series of twelve men using the same 
technie as has been used in women, neither their own serum nor ad- 
renalin hydrochloride causes any changes in the pupil when instilled 
into the conjunctival sae. 


XI. PUPILLARY REACTIONS IN THE RABBIT FOLLOWING INSTILLATION INTO 
THE CONJUNCTIVAL SAC OF SERUM FROM PREGNANT AND 
NONPREGNANT WOMEN 


The sera from 18 pregnant and 23 nonpregnant women were tested 
by instilling them into the conjunctival sae of the rabbit. Of the non- 
pregnant sera none were found that caused any changes in the pupil 
of the rabbit. Of the sera from pregnant women it was found that 
17.8 per cent caused changes in the pupil of the rabbit which were 
sufficiently marked to call them positive. 

A positive reaction in the rabbit was noted when the pupil failed to 
dilate as usual after the eyelid had been held closed for one minute. 
In all cases of a positive reaction the pupil became contracted and held 
this position for several minutes. In one case the eyelid was held 
closed for two minutes and even under those conditions the pupil 
failed to dilate. The reaction in one case lasted eleven minutes. These 
reactions were controlled at all times by using normal saline in the 
rabbit’s eye. 

It was found that frightening the rabbit will cause a dilatation of 
the pupil which completely overshadows the reaction of pregnant 
human serum. 
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XII. PUPILLARY REACTIONS IN THE CAT FOLLOWING INSTILLATIONS OF 
HUMAN SERUM INTO THE CONJUNCTIVAL SAC 


The sera of ten pregnant women were tested by instilling them into 
the conjunctival sae of the cat. A like number of nonpregnant sera 
were used for control observations. All of the nonpregnant sera failed 
to cause any changes in the pupils of the cat. Of the pregnant sera 
all but one caused changes in the pupil of the cat. In four of the 
positive cases the sera were tested against the patient herself and the 
reactions were the same as in the eat. 

The conclusion therefore is that it is possible to cause a pupillary 
change in the cat when human serum from a pregnant woman is in- 
stilled into the conjunctival sae of the eat. 


XIII. HOW LONG IS A POSITIVELY REACTING SERUM ACTIVE? 


Table IV gives some evidence which tends to indicate that the re- 
active substance in the blood becomes inactive in a relatively short 
time. Case No. 6917 is one in which the serum was tested in the pa- 
tient’s own eye and the pupils dilated markedly. The same serum 
when instilled into two other patients’ eyes also caused strongly posi- 
tive reactions. About an hour after this experience another nonpreg- 
nant woman was also tested with this same serum and the reaction 
while positive was not as strong as before. Four hours after the blood 
was withdrawn from the patient an attempt was made to demonstrate 
this reaction, using the same serum which had been positive earlier in 
the day, and it failed to cause a reaction. The serum was taken and 
the patient herself tested again and the serum failed to cause a reac- 
tion. It was evident therefore that standing for four hours had caused 
the active substance to be inactivated. 

In Table IV several cases are noted in which the serum of pregnant 
women caused changes in the pupils of either nonpregnant women or 
men one hour after being withdrawn from the patient, but failed to 
eause any changes two hours after being withdrawn. 

The evidence is suggestive of the general statement that an actively 
reacting serum may become inactive after about two hours. It is there- 
fore important that the test be performed as soon as possible after 
withdrawing the blood from the patient. 


SUMMARY AND CONCLUSIONS 


1. A series of pregnant and nonpregnant women have been studied 
to note the pupillary reactions of each group following the instillation 
of their own serum into the conjunctival sae. 


2. In 72 nonpregnant normally menstruating women, taken at all 


stages of the menstrual cycle, it was noted that there were no changes 
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in the pupil as a result of instilling the patient’s own serum into her 
conjunctival sac. In 26 nonpregnant women who had not menstru- 
ated for any reason whatever, either endocrine disturbances, meno- 
pause, or after pelvic operation, only two gave positive reactions to 
their own serum. Thus in a total of 98 patients only two gave posi- 
tive reactions; the others were negative. 

3. Of 68 pregnant women it was found that in 80 per cent of the 
observations there was a change in the size of the pupil. This change 
was either a dilatation, a contraction or, as in a few eases, only a 
marked activity of the pupil. None of these changes occurred in non- 
pregnant women. 

4. The pupillary reactions to adrenalin hydrochloride were studied 
in 54 pregnant women. In these it was found that 75.9 per cent re- 
acted with changes in the size of the pupil. 

5. Of 98 nonpregnant women only two eases reacted positively when 
adrenalin hydrochloride was instilled into the conjunctival sae. 

6. Nineteen women who gave positive pupillary reactions ante- 
partum were also studied postpartum. The postpartum observations 
were made with serum and in each ease the reaction was negative. 
Twenty observations were made with adrenalin and of these, 14 were 
entirely negative, two questionable, and four positive. 

7. The pupillary reactions of 46 questionable cases have been studied. 
Of these subsequent physical examinations revealed the fact that 20 
were pregnant and 26 nonpregnant. Of the pregnant women 62 per 
cent reacted positively to their own serum. In most of these cases it 
was impossible to make a diagnosis by physical examination at the 
first visit of the patient and the diagnosis was confirmed by subsequent 
physical examinations. 

8. The same group of patients in whom the diagnosis was question- 
able at the first examination were tested by instilling adrenalin into 
the conjunctival sae and of the pregnant group 57 per cent reacted 
positively. 

9. Twenty serum specimens have been studied by first testing against 
the patient herself and noting the pupillary reactions. These same 
sera were instilled into the conjunctival saes of nonpregnant women 
and also men. It was found that sera which reacted positively in the 
patient herself also reacted positively in nonpregnant women and 
men, except in two instances, where the serum had stood too long 
after being withdrawn. Negatively reacting sera also failed to cause 
any reactions in nonpregnant women and men. 

10. Positively reacting human serum also causes a positive change 
in the pupils of the eat and rabbit. Serum which is negative in the 
patient herself also fails to cause any changes in rabbits and eats. 


| 
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11. Twelve men were studied, using the same technie as in women 
and in all cases both serum and adrenalin failed to cause any pupil- 
lary reactions. 

12. From the evidence at hand it appears that the reactive sub- 
stance in the blood became inactivated in about two hours although it 
may be inactivated in less time. One ease is on record in which it was 
inactive in about an hour. In those eases which fail to react, either 
the reactive substance is absent from the blood or becomes inactivated 
so rapidly that it will not cause pupillary changes within a few 
minutes after the blood is withdrawn from the patient. 

13. The reactions observed may be applied as a simple test in the 
diagnosis of questionable cases of pregnancy. The information af- 
forded by a positive reaction is confirmatory evidence along with that 
obtained by physical examination. This test is not offered as an ab- 
solute means of differential diagnosis between pregnancy and other 
uterine conditions. It has been shown, however, that the reactions 
deseribed above are present in 80 per cent of pregnancies studied in 
one group of cases and 62 per cent of the pregnancies in a smaller 
group studied. 

The author wishes to express his appreciation for the courtesies and facilities 
extended by Dr. Ward J. MacNeal and his staff in the laboratory and Doctor 
Walter T. Dannreuther and his staff in the Department of Gynecology at the New 
York Post-Graduate Medical School and Hospital. He also wishes to thank Doctor 
Raiph Lobenstine and his staff for the courtesies shown him at the New York 
Nursery and Child’s Hospital. 
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At the Strassbourg clinie during the last ten years, the treatment of placenta 
previa has been varied from delivery through the vagina to the classic cesarean 
section and finally to the cervical operation. The latter operation was not em- 
ployed for a long time because of fear of hemorrhage. This fear was proved to 
have no foundation especially if spinal anesthesia is used. The authors report 13 
eases of cervical cesarean section performed for placenta previa and the results 
are most encouraging. They believe that even a dead baby is not a contraindication 
to the operation if we want to save the mother. 


J. P. GREENHILL. 
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MODERN ASPECTS OF BACKWARD DISPLACEMENT OF THE 
UTERUS* 


By Joun Cooke Hirst, B.A., M.D., F.A.C.S., PA. 


T SEEMS wise to state in advance that the statistics herewith pre- 
| sented scarcely compare in extent to those of the splendid reports 
of Hurd, from the Woman’s Hospital, New York, Polak, and others, 
nevertheless they serve to confirm opinions formed by us from many 
additional like experiences in hospitals other than the University. The 
chief purpose in choosing this topie is to comment on a recent move- 
ment to abolish the retrodisplacement pessary ; to report the attitudes of 
Philadelphia gynecologists on the subject of uterine backward displace- 
ments; and to evaluate a method of prevention, and of conservative 
and radical cure of this much mismanaged complication. The first two 
subjects may be easily considered in reading answers to a number of 
queries that we sent to ten leading obstetricians and gynecologists in 
Philadelphia, which show the following conclusions: 


1. Uncomplicated displacement rarely presents symptoms. 


2. Adherent uterus is the most common indication for operation. 

3. Considerable variation exists in choice of radieal eure by opera- 
tion, whether by Coffey, Baldy-Webster, Simpson-Montgomery, Ols- 
hausen, or other procedures. 

4. The pessary is unanimously favored. 

The third subject, i.e., prevention and cure of displacements, may be 
best considered by a rather unusual summary of the uterine backward 
displacements recently seen in the University Hospital Prenatal and 
Follow-Up Clinies; and in the charting of almost an ideal corrective 
operation for this condition. It will be noted that the congenital type 
of retroposition with so-called infantile pelvie organs, such as short 
vagina, narrow conical relatively elongated cervix, and very small 
corpus uteri, frequently associated with obesity, is not considered. 
None of these appears in the postnatal group, and none in the operative 
charts, although other types of primary backward displacement re- 
quired operation, many on the grounds of sterility. 

The plan of treatment in puerperal retrodisplacements in elinie pa- 
tients from the obstetrie division of the University Hospital is first 
concerned with obvious preventive measures by conservation of the 
patient’s general strength and muscular tissues through prenatal care, 
and by avoidance of exhaustion, trauma and hemorrhage in labor. Other 
measures, to promote efficient drainage of the puerperal uterus and to 
insure rapid involution are: 


*Read at a meeting of the Philadelphia Obstetrical Society, November 7, 1929. 
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a. Frequent turning in bed; free exercise of limbs; lying on ab- 
domen twice daily after first forty-eight hours; knee-chest postures twice 
daily in uncomplicated cases from the tenth postpartum day to the 
sixth week. 

b. Regular evacuation of bowels and bladder. 

e. Daily loosening of abdominal binder, discarding pressure after 
first week. 

d. Out of bed only upon disappearance of red lochia for three days; 
discharge from the hospital depending largely upon satisfactory involu- 
tion of pelvie structures, about the thirteenth day, the uterus being 
replaced manually if necessary at this time. 

e. Graded activity in the following four weeks according to printed 
instructions. 

The curative plan of treatment in puerperal retrodisplacements in 
our clinic patients depends largely upon the presence or absence of 
lactation-superinvolution, which if present, obviates the necessity for 
replacement of the uterus until the infant is weaned. Then if the dis- 
placement persists upon return of the uterine body to natural size, we 
replace the fundus, and advise copious hot vaginal douche, with the 
knee-chest posture for two additional weeks, at the end of which period 
we maintain correction of recurrent displacement with an individual 
Smith or Hodge pessary, provided the pelvic floor be firm, and no in- 
flammatory reaction present. The latter conditions, or failure of a six 
months’ ring trial to prevent recurrent displacement necessitate a choice 
mainly by the patient between indefinitely prolonged palliative, or 
radical operative treatment depending upon: (1) urgency of immediate 
symptoms, and (2) associated pathologie conditions. 


TABLE I. INCIDENCE OF POSTPUERPERAL RETRODISPLACEMENT IN WARD 
DELIVERIES 


Period represented (Oct. 1, 1926, to Sept. 30, 1928) 2 years 
Total ward deliveries (excluding cesarean sections) 713 
Cases seen at least once in the follow-up clinic 482 
Cases followed for at least one year in follow-up 119 
Total cases of retrodisplacement among 482 cases 
observed in the follow-up clinic (21.7%) 105 
TABLE II. 105 CASES OF POSTPUERPERAL RETRODISPLACEMENT 
RELATION TO PARITY 
OF all WARD 
DELIVERIES ) 
In uniparae 31 (¢30%) 32% Primiparae 


In multiparae 74 (ce70%) 67% Multiparae 


A relatively brief number of consecutive ward patients from the 
Obstetric Division of the Hospital of the University of Pennsylvania 
will serve for purposes of discussion as an expression of our experience 
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over a ten-year period in several hospitals. No apology is required for 
an incidence of 21.7 per cent uterine backward displacement in this 
series, which includes second and third degree types, and excludes 
private patients. 


TABLE III. 105 CASES OF POSTPUERPERAL RETRODISPLACEMENT 
RELATION TO CHARACTER OF DELIVERY 


(TWO-YEAR AVERAGE 
OF ALL WARD 
DELIVERIES ) 


In spontaneous deliveries 64 (c60%) (c81%) Spontaneous 
In operative deliveries 41 (¢e40%) (c19%) Operative 


TABLE IV. SYMPTOMATOLOGY OF POSTPUERPERAL RETRODISPLACEMENT 


(A) Im mediate : 


Cases unassociated with other pelvic lesions the 


cause of symptoms 88 
No complaints 57 
Backache 14 
Menstrual disorders 8 
Sense of prolapse 4 
Combination of the above D 


(B) Remote (After Weaning, and Return of Menstruation): 


Cases remaining displaced for one year after delivery 15 
No complaints 6 
Backache 7 
Menstrual disorders 2 


TABLE V. PUERPERAL RETRODISPLACEMENT AND LACTATION SUPERINVOLUTION 


(A) Incidence of Association: 


Uterus displaced and superinvoluted 32 

Displaced but normally involuted 52 

Rotation not complete 21 

105 

(B) Significance With Respect to Symptoms: 

In 41 displacenients, normally involuted 20 had symptoms 

In 32 displacements, superinvoluted 3 had symptoms 
(C) Significance in Respect to Ultimate Spontaneous Cure: 

In 30 displacements observed for at least one year: 

Of 20 eases having early, normal involution 9 were cured 

Of 10 eases having early superinvolution 6 were cured 


TABLE VI. PUERPERAL RETRODISPLACEMENT AND SUBSEQUENT PREGNANCY 


Observed total displacements 105 
Observed in subsequent pregnancy 11 
Displacement uncorrected prior to this pregnancy 
Spontaneous cure early in pregnancy (knee-chest posture) 8 
Misearriages, or other complications 0 


Comment: After one confinement, retroposition does not cause sterility or mis- 
carriage as much as with first pregnancy. 
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TABLE VII. 105 CASES OF POSTPUERPERAL RETRODISPLACEMENT 


Treatment Employed: 


No treatment (refused treatment, discontinued visits, or treatment 
purposely withheld pending recovery from superinvolution) 


29 
vo 
Postural treatment 55 
Ring pessary, after failure of postural treatment 18 
Operation, elective or after failure of other treatment 4 
110 
Duplications 5 
TABLE VIIT. PUERPERAL RETRODISPLACEMENT 
RESULTS OF TREATMENT 
Oct. 1926 Oct. 1927 Oct. 1926 
to to to 


Sept. 1928 Sept. 1928 Sept. 1927 


Total deliveries 


713 390 323 
Cases seen in follow-up 482 278 204 
Cases observed for over 1] year 119 28 91 
Retrodisplacements 105 54 51 


In the group of 373 


deliveries which occurred prior to October, 1927, there were 
51 displacements noted. Of 51 cases thus available for study over a period of at 


least one year, the results at the end of the year are known in 30. 


TABLE IX. PUERPERAL RETRODISPLACEMENT 
LATE RESULTS OF VARIOUS TREATMENTS 


Cases available for one year’s observation 


51 
Cases observed at intervals over at least a one-year period 30 
Retrodisplacement eorreeted within the period 15 
Spontaneous cure (4) and simple postural exercises (7) 11 
Ring pessary 4 
Operation 0 
Retrodisplacement uncorrected within period of observation 15 
Treatment not followed (6) or simple postural treat- 
ment only 10 
Ring pessary 5 


Comment: The source of the large operative series is not from the Ward Service 
but from referred patients who have tried various palliative measures without suc- 


cess. 


Twenty years ago, Barton C. Hirst combined the Alexander round 
ligament operation with abdominal section through a Pfannenstiel skin 


incision, opening the abdomen via a ‘‘T’’-shaped fascia muscle incision, 


joining the round ligaments, overlapped in the midline just under the 
skin flap, after light ventral suspension of the uterus. This proeedure 
proved the most successful of all other suspensions tried over the period 
from 1908 to 1922, so that, with some additional eases added by the 
author, 225 such operations were performed, with the following general 
results: There were no deaths; no pulmonary complications; only two 
primary failures (anatomic) in private patients; many successful preg- 
nancies and labors, one woman having four children in twelve years 
without recurrence, and another woman six children in nineteen years 
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with the uterus still in perfect position; and no dystocias attributable 
to the operation. 

Recently, I have favored the Alexander groin operation combined 
with midline abdominal section, which, while yielding three surface 
sears, actually requires less dissection and exposure of tissue than the 
Pfannenstiel operation, each wound being very short. Tables X and XI 
will explain our results with this operation, which in principle is ex- 
actly the same as that previously described, except that it requires 
excision of the distal (thin) portion of the round ligaments. Each op- 
eration has the decided advantage over all others of not distorting pelvie 
anatomy, of suspending the uterus by the thick end of the ligament 
and not by the thin end (as in the Coffey, Baldy-Webster, ete.), for the 
thin half is very thin indeed in some women, as demonstrated in the 
Alexander dissection. 


CONCLUSIONS 


1. We believe that the retrodisplacement uterine pessary is useful, 
particularly as a therapeutic test. 

2. Conservative measures should be employed in the management of 
backward displacement of the uterus, until definite indications warrant 
suspension, when the radical cure correction as described will offer sat- 
isfactory results in women under thirty-five years of age. 

3. The correction of associated lesions, notably pelvie lacerations, 
cervical and endometrial abnormalities, and shortening of the utero- 
sacral ligaments when the cervix is anterior, should always accompany 
the radical eure. 

1918 PINE STREET. 


(For discussion, see page 851.) 


Shadman, A. J.: The Extra-Peritoneal Cesarean Section. J. Am. Inst. Homeopathy 
22: 77, 1929. 


The author performed 314 operations with six maternal deaths (2 per cent). He 
employs the classical operation: (1) when there is absolute certainty of asepsis; 
(2) when there are to be no further pregnancies; and (3) where sterilization is to 
be done. 

The extraperitoneal method is recommended by him (1) for all eases except 
where there are to be no more pregnancies; (2) where sterilization is to be done; 
and is (3) especially indicated where there is any possibility of infection having 
occurred prior to operation. 


HALLOCK. 


HEPATIC EXTRACT TREATMENT OF TOXEMIAS OF 
PREGNANCY 


sy J. L. Reycrarr, M.D., CLEVELAND, OHIO 
(School of Medicine, Western Reserve University Department of Obstetrics 
and Gynecology) 
HE literature of the past two years has contained several reports 
favorable and otherwise, to the use of hepatie extract in the treat- 
ment of the toxemias of pregnaney. Such treatment is always suf- 
ficiently unsatisfactory that any new or different ideas on the subject 
are worthy of consideration. During 1928 and part of 1929, we have 
been permitted to make observations on all cases of toxemia of preg- 
naney admitted to the Staff service of the Maternity Hospital, as well 
as a few cases at the City Hospital and the Woman’s Hospital. 

A great many e¢ases are so mild that a few days’ rest in bed, under 
appropriate dietary conditions, plus elimination, suffices and such eases 
we have not classified with our toxemia cases. Furthermore, some pa- 
tients will show a few toxic symptoms just before delivery, chiefly 
evidenced by elevation of blood pressure and these also have been ig- 
nored. 

The classification of toxemias of pregnancy given by Williams is sub- 
ject to modification in view of the more recent ideas on the subject. 
It is reasonable to believe that there is a toxin produced in the placenta 
or at least excreted through the placenta which has a poisonous effect 
upon the maternal organism. The pathologie changes which are re- 
sultant from this poison are most commonly those of aeute nephritis 
and degenerative changes in the liver. 

We know that all eases of toxemia of pregnancy do not show evidences 
of nephritis. At least the urine does not contain casts of the kidney and 
little, if any, albumin. According to the theory which has been ad- 
vanced, such cases are due to the action of toxin upon the liver. 

Why should the liver be implicated? Because it is known that the 
liver is the glycogen storehouse of the body or at least an important 
storehouse for glycogen and it is found that the store has been depleted 
as shown by the presence of the very low or at least diminished blood- 
sugar content. Furthermore, when a ease of severe toxemia comes to 
autopsy there are usually marked degenerative changes in the sub- 
stance of the liver. 

If this be true it is logical to think that preserving the function of 
the liver will be beneficial in these cases. Unfortunately there is no 
true antitoxin available to neutralize the action of the placental or 
fetal exeretion, but this can be accomplished by feeding that patient 
sufficient sugar in one form or another, or by the administration of a 
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liver extract, which would improve the function of the liver by lessen- 


ine the destructive action of the toxin by its presence within the blood 


stream. 

Two schools have emanated from our colleagues in Pittsburgh. Titus 
and Gibbons have emphasized the value of blood-sugar estimations in 
observing eases of toxemia and are able to estimate the point below 
which a patient will go into eclampsia by the frequently taken readings 
of the blood sugar. Their treatment consists of the intravenous in- 
jection of glucose of approximately a 15 per cent solution, given very 
slowly. 

Equally good results have been claimed by Miller and Martinez, who 
have reported large series of cases, treated by the administration of liver 
extract, in the form of heparmone. 

Heparmone was developed in the research laboratories of the Lilly 
Company, in cooperation with Doctors Major, MaeDonald, James, and 
Laughton, all of whom have published papers on liver extraet for use 
in relieving the symptoms associated with hypertension. It is obtained 
from liver by an extraction proeess involving fractionation with aleohol 
which results in removal of a large proportion of the substanee present 
and a concentration in a fraction which contains only one fiftieth to 
one hundredth part of the nitrogenous substance, originally present 
in the liver. 

The patients are divided into hepatic and nephritie groups, to whieh 
we have added a third subdivision, ‘‘mixed,’’ representing those cases 
which show a transient nephritis but are not essentially nephritie. 
The patients are further classified into mild, moderate, and severe, based 
partially, but not entirely, on the blood pressure. Some of our patients 
showed severe signs of toxemia, with a relatively low blood pressure and 
naturally these were classified as severe in spite of that faet. The 
definition of the groups as given by Miller and Martinez, is as follows: 


Mild Cases by 
Systolic blood pressure not over 150 mm. 
Urine usually is free of albumin or may contain a slight amount. 
These eases are almost all of the hepatie type. 
Moderate Cases: 
Systolic blood pressure from 150 to 175 mm. 
Urine usually contains a moderate amount of albumin or is free. 
Moderate subjective or objective symptoms are present. 
Severe Case Be 
Systolic blood pressure over 175 mm. 
Urine usually contains moderate to large amount of albumin, but occasionally 
is free. 
Symptoms are usually pronounced. 
These cases are mostly the nephritie type but some are the hepatic or eom- 
bination of both. 
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In using heparmone in the treatment of toxemia cases we have at- 
tempted to give it a fair trial, without prejudice, either for or against 
it. We will give some of the case reports from a series consisting of 
50 eases of toxemia, ten of the patients having eclampsia. We present 
a summary of all our cases as well as a special summary of the results 
obtained in the cases of eclampsia. 


TYPICAL CASES OF TOXEMIA AS TREATED 


Case 1.—Mrs. O. M., aged thirty-five, para vii, admitted to Maternity Hospital 
September 10, 1928, thirty-two weeks pregnant. She complained of headache, which 
was not constant. Blood pressure 200/114, urine showed very little albumin and 
blood chemistry” gave a urea of 20.6 and urea nitrogen 9.6, N.P.LN. 40, sugar 80.21, 
She was put on the usual routine and given heparmone on the day after admis- 
sion. This caused a profuse diaphoresis lasting for some time and throbbing of 
the back of the head for fifteen minutes. The next mornine she was given an 
other injection which was followed by a drop in blood pressure from 180 to 170 
systolic, whereby we were encouraged and gave her a second injection the same 
day. The pressure dropped from 1IS6/108 to 170/100. Immediately after this 
she perspired freely, felt weak and exhausted, her pulse was of good volume and 
her temperature dropped to 95° F., and she was mentally confused, appearing to 
be on the verge of eclampsia. On tle following day she was still perspirine freely 
but the mentality was normal. Her blood pressure was 162/98. After this we 
were able to give daily injections of heparmone for the following ten days. There 
was some response to each and at the end of this time the patient went home. Her 
blood pressure was still 180/98. Much to our surprise the patient reported back 
to the Dispensary the following day with a blood pressure of 150/90. The blood 
pressure remained low for the following week at whieh time she was readmitted 
to the hospital, in labor. She promptly delivered a living boy baby. No heparmone 
was given after delivery. A total of 100 ¢¢. was given in eleven days. This was 


a definitely hepatie toxemia. 


CASE 2.—Mrs. R. B., aged forty, para iii, gestation thirty-seven weeks. Was 
admitted May 4, 1928, complaining of swelling of both legs and feet, so severe 
that she could not wear her shoes and stockings. Her blood pressure on admission 
was 160/110. Examination showed marked edema of the brawny type, involving 
both feet and legs, less marked in the hands and face. The systolic blood pres 
sure had mounted from 100 to 150 in four weeks’ time. Uranalysis on admis- 
sion showed only a trace of albumin and blood chemistry showed urea 16.07, urea 
nitrogen 7.51, creatinin 1.4 mg., and sugar 81.08 mg. This patient was given 
daily injection of 10 ¢¢. of heparmone with the usual liberal diet and a saline 
each night. Each injection of heparmone was followed by free diaphoresis which 
lasted about one hour and was followed by a marked drop in blood pressure from 
12 to 30 points. After four days’ treatment, the edema had entirely disappeared, 
patient was up and about, and on sixth day was allowed to go home. Four days 
later on the same routine but under home conditions, without heparmone, her blood 
pressure was 170/100. The following day 180/110 and she had a recurrence of 
edema. On this date heparmone was administered which immediately brought the 
pressure down to 145/75. She was sent back to the hospital on the next day, 
May 16, at which time the blood pressure was 160/100, and one hour after treat- 
ment 142/88. The next day maximum pressure was only 138/104 and the follow- 
ing day blood chemistry showed urea 17.48, urea nitrogen 8.14, and ereatinin 1.7 


* Blood ugar estimated by Folin-Wu method. N.P.N. estimation, by V. C. 
Myers’ modification of Micro-Kjeldahl method. Urea nitrogen by Myers’ method. 
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For six days following this we were without heparmone and the patient’s 


mg. 


pressure in three days mounted to 172/110 even with rest in bed. Urine was free 


of albumin, however. On May 21, the patient was given a hot pack, following 
which the pressure was controlled in the same manner and on May 23 the maxi- 
mum pressure was 150/90. The following day we gave 10 ¢.e. of heparmone intra- 
museularly followed by the usual reaction of profuse diaphoresis and a prompt 
drop of 12 points in blood pressure. Three days later this patient went into labor 
and was delivered of a living baby girl weighing 3000 gm. Her pressure shortly 
before delivery was 145/100, immediately after delivery it had dropped to 105/70, 
but recovered in three hours to 150/100. Four days after delivery the blood pres- 
sure was 118/70 and she has had normal blood pressure ever since. This we be- 
lieve was a case of hepatic toxemia which responded satisfactorily to heparmone 


treatment, SO ¢.c. was administered in nineteen days. 


UNFAVORABLE REACTIONS 

Case 3.—Mrs. R. H., aged thirty-seven, para vii, gestation thirty-two weeks. 
Was admitted to Maternity Hospital February 13, 1928, complaining of headaches 
and oceasional attacks of shortness of breath. Blood pressure on admission was 
230/130. She showed some edema of the ankles, albumin was 4-plus, phenolsulphone- 
phthalein test only 6.25 per cent in two hours. Blood chemistry showed urea 33.17, 
urea nitrogen 15.5. On the following day she was given heparmone, 10 ¢.¢. intra- 
museularly and an hour later her blood pressure had risen from 210/110 to 220/130. 
She complained of headache after the injection. On the following day the blood 
pressure rose from 190/110 to 230/150 and four hours later she had an acute 
dilatation of the heart, requiring venesection, after which the blood pressure 
dropped to 150/110. One hour and fifteen minutes later her blood pressure was 
250/130 again. It was quite evident that we were not dealing with toxemia of 
pregnancy and this method of treatment was discontinued. This proved to be a 


ease of chronic cardiovascular disease. 


TYPICAL ECLAMPSIA CASES 

CASE 4.—Mrs. G. 8., aged thirty-nine, para ii, gestation thirty-six weeks. This 
ease is presented through the courtesy of Dr. A. H. Bill. She was referred by a 
physician in a near-by town beeause of bleeding, headache, and dizziness, asso- 
ciated with a blood pressure of 160/108. Examination showed her to be in the 
last month of pregnaney and her body was very edematous, especially hands, feet, 
and face. 

The bleeding was moderate in amount and was thought to be due to a pre- 
mature separation of the placenta, and inasmuch as the baby was living and the 
patient was not in labor, she was delivered by cesarean section on the day fol- 
lowing admission. It was found that half of the placenta was separated but the 
baby was still living. Unanalysis showed albumin four-plus, 5.2 gm. per liter. 
Casts were present in the urine on the following day, the day of the operation, 
but never after that. The day after delivery the patient developed four con- 
vulsions in three hours and was treated with hot packs twice a day, intravenous 
glucose and saline, and in addition was given heparmone intramuscularly. She 
was given cight injections in four days, after each of which there was a drop 
of blood pressure and on the fourth day the patient was convalescent, at which 
time she objected strenuously to this method of treatment, so that no more injec- 
tions of heparmone were given. Blood chemistry on admission showed a urea of 
50.7 and sugar 86.2; six days later urea 34.24, sugar 100; albumin 1 gm. per liter 
in the urine. 

This patient was therefore given heparmone in postpartum eclampsia in con- 
junction with hot packs, fluids, saline catharsis, morphine, and other sedatives and 
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it seemed to be a valuable addition to the treatment. She had 80 e.e. 


of hepar- 
mone in four days. This was a ease of mixed hepatie and nephritic toxemia, re- 


sponding favorably to injections of heparmone, 

CASE 5.—Mrs. A. R., aged twenty-four, para ii, gestation forty weeks. This 
patient was admitted to City Tlospital March 25, 1929; nine days after delivery 
she was in convulsions, having had five seizures within twenty-four hours preced- 
ing her admission. The blood pressure was 210/118. Uranalysis showed albumin 
l-plus, blood urea nitrogen 14, sugar 75. On admission she was given 10 e@.e, of 
heparmone intramuscularly, whereupon her blood pressure dropped from 210/118 
to 120/180. She complained of severe headache, constantly. She was given three 
injections the next day, to ench of which she responded by a decided drop in 
blood pressure. Six days after admission, a venesection of 500 ¢.c. of blood was 
performed, after which her headache was relieved and she made a good convales- 
cence. She was given only 70 ¢.c. of heparmone in six days’ time, but sufficient 
to show that it was of some benefit in treatine her eondition. This was consid- 
ered to be a case of hepatie toxemia. 


CAse 6.—Mrs. N. 8., aged nineteen, para i, gestation thirty-nine weeks. She 
was admitted to Maternity Hospital April 15, 1929, complaining of swelling of 
hands and feet and spots before her eyes, and dizziness. The blood pressure was 
118/76 and she was at full term. There was some edema of her hands and feet. 
The day after admission she went into labor, with a blood pressure of 138/89. 
Four hours later she had a convulsion, lasting one minute. Immediately after the 
convulsion her blood pressure was 154/100. She was given 10 ¢.c. of heparmone 
intravenously and in two hours was delivered of a living baby boy. After de 
livery her blood pressure was 150/104. Two and one-half hours after delivery 
patient was given 10 ¢.c. of heparmone intramuseularly. In three hours the pa- 
tient had another convulsion lasting one minute. She was then given hepar- 
mone 10 ¢.c. intravenously and within an hour her blood pressure had dropped 
from 140/78 to 128/s4.. She was given chloral and bromides per rectum, as well 
as morphine sulphate, but at 10:00 P.M, she had a third convulsion lasting forty 
five seconds. The blood pressure at the time of this convulsion was 126/84. We 
gave her 10 ¢.c. of heparmone intravenously and she had an infusion of 2000 e.c. of 
saline which was readily absorbed. At 12:18 on the day after the delivery and 
with a blood pressure of 118/60 she had another convulsion, her fourth, lasting one 
minute and she was given another injection of 10 ¢.c. of heparmone intravenously. 
The following morning she was given another intravenous injection with a blood 
pressure of 150/72 and was given two more later in the day. She was given two 
injections next day and one the next. Throughout, the blood pressure stayed at 
about 130/88. This patient had 120 ¢.c. of heparmone in four days’ time, 50 e.e. 
of which was given intravenously. The blood sugar after the first convulsion was 
81.08; the following day it was 98.04. We treated this patient without the use 
of glucose, feeling that heparmone was sufficient to help her past her difficulty, 
for although she had four convulsions she did not at any time appear to be very 
toxic. We believe that this was a ease 


of hepatie toxemia, which showed subjee 
tive and objective benefit. 

CASE 7.—Mrs. M. D., aged thirty-five, para i, gestation forty weeks. This 
patient was admitted to Woman’s Hospital February 5, 1929, on which day she was 
delivered of a living baby. On admission her blood pressure was 140/100. After 
delivery she complained of increasingly severe occipital headache. Uranalysis 
showed a trace of albumin and a few hyalin easts. Two days after delivery at 
6:00 A.M, she had a convulsion with a blood pressure of 180/130. Three hours 
later she had a second convulsion and was given glucose, 20 ¢.c. of a 50 per cent 


solution and 6 ¢.c, of 50 per cent magnesium sulphate, intravenously. We saw 
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her in consultation with Dr. Carson, her family physician at 11:00 A.M. We gave 
her 10 ¢.c. of heparmone with no reaction except a slight increase in headache and 
no change in the blood pressure. Three hours later she was given 10 ¢.c. more, at 
which time the blood pressure was 174/124. At 6:00 P.M. she had a third con- 
yulsion immediately after which the blood pressure was 160/120. She was given 
heparmone and was given three more injections during the night; at 11:00 A.M. the 
following day we got a blood chemistry report showing the blood sugar at 0.86. 
Consequently she was given 30 ¢.c. of 50 per cent glucose intravenously. And alto- 
gether she had six injections of heparmone during this day. After each injection 
she had some headache and at 10:00 P.M. the blood pressure was 156/94. The 
next day she was given four injections and fluids in large quantities, there being 
no edema and the patient was mentally alert. On the sixth day postpartum the 
patient was given three injections, during the course of which the blood pressure 
was 210/110. At this time the patient was erying a great deal and was exceed- 
ingly nervous, but did not give the impression of being on the verge of convul- 
sions. Her blood sugar was now 1.27, nonprotein nitrogen 48, albumin 4-plus. 
Her buttocks presented many hematomas from having had so many injections of 
heparmone and this type of treatment was discontinued. From this point on the 
patient made a rapid convalescence and twelve days after admission the blood 
pressure was 152/90, the urine still containing albumin and casts. The patient 
had 200 ¢.c. of heparmone in six days and was definitely a nephritie toxemia, 
showing very little response to heparmone treatment. 


CASE 8.—Mrs. A. K., aged twenty-five, para i, gestation thirty-eight weeks. She 
was admitted to Maternity Hospital January 23, 1928, with a blood pressure of 
180/104. She complained of some spots before her eyes; no headache. The urine 
showed albumin 0.6 gm. per liter, some pus cells, but no casts. Blood urea 15.34 
and sugar 0.86. She was put to bed, under observation, without treatment. Two 
days after admission she went into labor, her blood pressure at that time was 
184/120. She delivered a living baby girl, after a very easy labor. Blood pres- 
sure one hour after delivery was 150/90. Early the next morning (2:10 A.M.) 
she felt well and her blood pressure was 180/90. Three hours later she had a 
convulsion, after which her blood pressure was 138/106. She was given 30 e.c. of 
heparmone during this day and at 6:00 P.M., with a blood pressure of 138/120, she 
had another convulsion which lasted three minutes. She had no more convulsions 
and her blood pressure dropped to 120/90. She was given 130 ¢.c. of heparmone 
intramuscularly in nine days’ time. There was subjective but no objective improve- 
ment. There was little evidence of nephritis and we class this as a probable 
hepatic toxemia. 

Case 9.—Mrs. B. W., aged thirty-three, para iii, gestation forty weeks. This 
patient, unconscious, was admitted to City Hospital, November 12, 1928, having been 
delivered two days before admission, in her home. She suddenly went into con- 
vulsions on the day of admission, and had had several before admission to the 
hospital. Her blood pressure was 140/110, albumin 4-plus, 7.5 gm. per liter. She 
had three convulsions after admission and was given 60 ¢.c. of heparmone intraven- 
ously and 120 ¢.¢. intramuseularly, in thirteen days’ time. In addition to heparmone 
she was given the usual sedatives and glucose intravenously, so that her blood sugar 
rose from 76 on admission to 125, in one week’s time. During this period she 
became more rational and the albumin in the urine gradually disappeared. She left 
the hospital with a blood pressure of 118/86, feeling very well. This was a case 
of mixed type of toxemia which responded to some extent to each injection of 
heparmone. 

CAsE 10.—Mrs. L. H., aged twenty-nine, para iii, gestation twenty-nine weeks. 
This patient was admitted to City Hospital October 23, 1928, having had one con- 
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vulsion before admission, with a history of presence of headache for three days. 
The patient was in a highly nervous state. She was given sedatives, also intravenous 
glucose and injections of heparmone twice a day for five days. The blood pressure 
on admission was 210/130 and the urine showed albumin 10 gm. per liter, blood 
sugar 0.68, casts constantly present. This patient was kept under treatment for 
thirty-six days, by which time the blood pressure was 162/110, and there’ was about 
6 gm. of albumin per liter, with casts constantly present. On two different ocea- 
sions the patient seemed to be on the verge of convulsions but would respond 
favorably to the administration of more sedatives and glucose intravenously, After 
treating the patient for five weeks as noted she was delivered of a living baby by 
low cesarean section under spinal anesthesia. She had a total of 490 ¢.c. of hepar- 
mone in thirty-six days’ time with some subjective but no objective relief. This 


was a ease of nephritic toxemia. 


CASE 11.—Mrs. J. S., aged thirty-seven, para ii, gestation forty weeks. This 
patient was admitted to Maternity Hospital October 9, 1928, having been sent from 
another institution while in eclampsia. She had had three convulsions before ad- 
mission and appeared pale and comatose. Her blood pressure on admission was 
138/80 and she was in labor, delivering promptly within an hour after admission. 
Just before delivery she was given 10 ¢.c. of heparmone intramuscularly. Seven 
hours after delivery she was given the same amount and there was a ten point 
drop in blood pressure. The following day the blood pressure was 148/84 and she 
complained of headache. This was not exaggerated by the giving of heparmone, 
and she was given 30 e.c. during the day, after each of which there was a drop 
in pressure. In addition to the administration of heparmone this patient was given 
intravenous glucose on admission and a high carbohydrate diet, and on the second 
day after her convulsions, she had a urea of 34.11 and a blood sugar of 1.1811. 
There was no reaction to the heparmone and almost invariably there would be a 
drop in blood pressure from ten to twenty points, always systolic and sometimes 
diastolic. She had a total of 160 ©. of heparmone in eight days’ time and re- 
ceived objective and subjective relief. She had a living baby. 


CASE 12.—Mrs. L. K., aged twenty-eight, para v. This patient was admitted to 
Maternity Hospital, December 22, 1928. She complained of headache, had a blood 
pressure of 180/140, and had some edema of the feet. On admission her urine 
showed 7.2 gm. of albumin per liter, blood urea of 43.54, sugar of 1.09, and gran- 
ular casts. This patient was kept in bed and given daily injections of heparmone. 
Thirteen days after admission her blood pressure dropped to 140/100, and urine 
showed albumin 2-plus. Patient had no complaint and was allowed to be up. 
Daily injections of heparmone were continued. Her condition remained stationary 
for about a week, after which she complained of more headache and epigastrie pain, 
and vomited undigested food. Blood sugar was not checked, but assumed to be low. 
Repeated stomach lavage was done, and on January 12 she was given 1000 e.c. of 
10 per cent glucose intravenously. In spite of all this sugar, her blood sugar was 
82.4, two days later. Daily injections of heparmone were continued and_ her 
gastric symptoms subsided. On January 21 severe headache recurred, blood pressure 
164/120. Blood sugar 74.07 at this time. She was given 750 e¢.c. of 10 per cent 
glucose solution intravenously. The following day her blood sugar was 79.6, and 
we gave her 750 e.c. more; then 600 ¢.c¢., a total of 2100 ec. The heparmone was 
increased to two injections a day, so that in three days’ time the blood sugar was 
86.2, headache had disappeared and her gastric symptoms had subsided. Two in- 
jections a day were continued until February 13. The patient was then in the 
last month and we felt that the pregnancy should be terminated, in view of the 
increasing nephritis. She had on two occasions been on the verge of eclampsia, 


which we felt we had averted by the prompt use of intravenous glucose, stomach 
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lavage, and increasing the amount of heparmone. She had by this time had 810 e¢.e. 
of heparmone and her general condition seemed to be pretty good. The urine then 
contained 1.6 gm. of albumin per liter, with numerous fine granular casts. It was 
elected to deliver this patient by cesarean section and at her request to sterilize her. 

In preparation for the operation she was given 1000 ¢.c. of glucose intravenously, 
and on February 14 she was delivered of a living baby boy by classical cesarean 
section under local anesthesia, gas being added during the extraction of the child 
and the closure. Immediately after delivery the patient’s blood pressure was 
138/110, but five hours later, it dropped to 90/80, suggesting delayed shock or 
hemorrhage, though there was no evidence of the latter. The circulatory collapse 
recovered in two days after the operation by which time the blood pressure was 
160/120. But by this time the temperature was 39° C. and pulse rate 140-150. 
The high temperature continued and there was some distention in a few days, fol- 
lowed by a great deal of emesis, which was relieved by repeated lavage of the 
stomach. This patient was transfused on the third day, and was given stim- 
ulants continuously but died seven days after the delivery. 

Complete autopsy on this patient was performed by Dr. A. R. Moritz, path- 
olegist at Lakeside Hospital. The autopsy revealed that death was due to a 
Streptococcus peritonitis, together with endocarditis and chronie nephritis. 


SUMMARY OF TOXEMIA CASES 


PER CENT 


Eclamptic 10 ) 40 
Other severe 10 
Moderate 27 54 
Mild 3 6 
Babies born alive 40 SO 
Babies stillborn 10 20) 
Eclamptic mothers all lived 
T ype Py 
Hepatie 22 44 
Nephritie 16 32 
Mixed 12 24 
Objective symptoms relieved in 29 58 
Stationary in 21 42 
Subjective symptoms relieved in 32 64 
Stationary in i8 36 
ECLAMPSIA CASES 
SYMPTOMS 
CASE AGE PARA TYPE AMOUNT TLME OBJ EC- SUB- FETUS CLASS 
TIVE JECTIVE 
2 36 i N 175 ©¢.e. 14 days S R SB Severe 
23 29 il M 80 ¢.e. ES R R L Severe 
24 25 i N 430 ©.e. | id S S SB Severe 
26 37 ii iH 160 e.e. R R L Severe 
29 29 iil N 490 @.e. a. S R L Severe 
31 33 iil M 150 @.e. ig <6 S R L Severe 
37 23 i H 130 e@.e. ds R S L Severe 
42 35 i N 210 ee. 6 <6 S S L Severe 
47 19 i H 120 e@.e. — = R R L Severe 
48 24 il 70 e@.e. G R R L Severe 


N—Nephritic; H—Hepatic; M—Mixed ; S—Stationary ; R—Relieved ; L—Living; SB— 
Stillborn 
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An interesting feature of this autopsy from our viewpoint, in the administration 
of liver extract, was that although the patient had been on the verge of eclampsia 
on two different occasions, there were very few, if any pathologie changes in the 
liver; furthermore, there were no evidences of histamine poisoning, as had _ been 
suggested. 

SUMMARY 


In the series of 50 eases which were considered sufficiently toxie to 
require some special form of treatment, we have used heparmone with 
varying results. Only three of the 50 patients would be considered 
mild eases. Twenty-seven were moderate, and 20 were severe. About 
40 per cent of the cases showed little, if any, nephritis. In approx- 
imately 60 per cent, the objective symptoms were relieved and in 64 
per cent of the eases, the subjective symptoms were relieved. The one 
patient in this series who chanced to come to autopsy had had a very 
large amount of heparmone and on two occasions was on the verge of 
eclampsia. We feel that it is at least worthy of note that there were 
no degenerative changes in the liver. 

We delivered 40 living babies in this series, and 7 of the stillbirths 
were premature babies, and most of these macerated. It will be noted 
that we were unusually fortunate in having 8 living babies from the 
10 eases of eclampsia. Only four of the eases were frankly hepatie in 
type, two were mixed, and the remaining four were nephritic. There 
was some relief of subjective symptoms in the nephritie cases after the 
administration of heparmone, but it had little influence upon the ob- 
jective symptoms. In all but one of the hepatie cases relief was ob- 
tained both subjectively and objectively. 

We feel as Titus does, that the blood-sugar curve is of prognostic 
value and have given glucose freely in all cases of impending eclampsia 
and in the majority of eases of actual eclampsia, in addition to giving 
liver extract. 


CONCLUSIONS 


It is our opinion that in liver extract, containing a minimum amount 
of nitrogenous elements, we have a valuable addition to our arma- 
mentarium in the treatment of toxemia of pregnaney, particularly in 
those cases which are not essentially nephritie in type. However, it 
should not be used to the exelusion of other types of treatment, in- 
cluding the use of sedatives, elimination, ete., and we find that it is most 
beneficial in the more severe types of cases, when combined with the 
liberal administration of glucose. 
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POSTOPERATIVE COLLAPSE OF THE LUNG (ATELECTASIS) 
IN GYNECOLOGIC CASES* 


By Lewis C. Scuerrey, M.D., HaroLtp W. JoNEs, M.D., 
Louis H. Cuerr, M.D., PHtape puta, Pa. 
(From the Departments of Gynecology and Internal Medicine, and the Bronchoscopic 
Clinic, Jefferson Medical College Hospital) 

HE reason for presenting a subject of this character is to empha- 
es and bring to your attention a postoperative complication of 
decided interest. Postoperative collapse of the lung (atelectasis) as a 
distinet clinical entity, is now becoming more clearly understood, and 
its occurrence, deteetion, and treatment should elaim the consideration 
of the gynecologist. 

HISTORY 

The historie aspect of pulmonary collapse is informatively and pains- 
takinely brought forth in Bowen’s' recent article. He has traced the 
development of the subjeet, beginning with Willshire’s review published 
in 1853, and ineluding the most recent contributions, calling particular 
attention to the brilliant observations of William Pasteur. <A _ bibli- 
ography of 220 references is significant. 

The discussions regarding prophylaxis and treatment have likewise 
been varied and widespread and are amply covered in Bowen’s article. 
PHYSIOLOGY 

Yandell Henderson? has recently emphasized several significant physi- 
ologie observations. Of foremost concern is the part which respiration 
plays: that shallow breathing predisposes to bronchial obstruction and 
atelectasis, whereas deep breathing distends the pulmonary tissues, 
earbon dioxide aeting as nature’s stimulant in the latter phase. 

Important, too, is the essential effort of the respiratory traet in 
eliminating foreign accumulations, viz.: (1) the cough reflex, (2) the 
action of the cilia, (3) peristaltic movements in the air saes, bronchioles, 
and bronehi (Macklin,® quoting Gunn). 

The mechanism of vagus constrictive control of the ealiber of the 
respiratory tree, Henderson regards as obseure, although experimentally 
in the frog, Carlson and Luckhardt! and Patterson® have shown that 
division of the vagi has led to permanent hypertonus or contracture of 
the lungs. 


ETIOLOGY 


What etiologic factor or factors disturb this normal mechanism? 
Postoperative embarrassment of respiration together with mucous ob- 
struction of a bronchus appeal to Jackson and Lee® as the most valid 


tead at a meeting of the Philadelphia Obstetrical Society, November 7, 1929. 
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explanation, and this belief is almost universally concurred in. 


In- 
jury or irritation of diaphragmatic innervation has been mentioned, 


as has reflex action from vagus disturbance (Pasteur,’ Bradford’), 
Coryllos® emphasizes the degree of virulence and type of the organisms 
in the bronchial mucus seeretion as influencing the parenchymal re- 
sponse. Clarke!® advances the theory of allergic reaction to the bron- 
chial seeretion. 

While we may speculate widely as to contributory phases, the actual 
blame in our belief is to be attached to obstruction of the bronchial 
lumen by the mucous secretion, 


PATHOLOGY 


Lee and Paul'! deseribe the autopsy findings reported by Hoge at 
the Pennsylvania Hospital, the fatal result of an unrecognized massive 
collapse. In this case, the lower left lobe was piteh black, a picture of 
complete atelectasis, and compression of the tissue produced an ex- 
trusion of thick mucopurulent pus from the bronchioles. Tenaeceous 
purulent mucus filled the entire bronchi leading to the lower lobe. 
There was marked dilatation of the alveolar capillaries, all the smaller 
vessels of the lunes beine congested with distended red blod clots, the 
antithesis of pulmonary consolidation. 


CASE REPORTS 


The three cases herewith reported all came under our observation on 
Dr. Anspach’s Gynecological Service at Jefferson Hospital within the 
past vear. 


CASE 1.—C. H., married, aged thirty-two, first admitted in April, 1928, with a 


diagnosis of subacute pelvic inflammatory disease. Some improvement occurred 


under expectant methods and she was discharged. Her symptoms recurred, however, 


and she was readmitted on June 11. After several weeks’ rest in bed, during 
which time hot vaginal douches, diathermy and injections of foreign protein were 
employed, she was deemed suitable for operative measures. Het past history was 
essentially negative, with the exception of scarlet fever in childhood, The ecard.o 
respiratory system was normal. Blood count, uranalysis, kidney function, and _ sedi- 


mentation tests were satisfactory, and on July 25 one of us (L. C. 


S.) performed 


a supravaginal hysterectomy and bilateral salpingo-oophorectomy for | 


chronie sal- 
pingitis, perioophoritis and dense pelvic adhesions. The appendix was also re 
moved and an ovarian transplant performed, gas-ether anesthesia being employed. 
She reacted well, but twenty four hours later we were coneerned because of a 
pulse rate of 140, combined with respirations of 32, and a temperature of 98.4 
She was dyspneic, thirsty, and our first thought was of the possibility of postopera- 
tive internal hemorrhage, although the abdominal findings were negative. Hypo- 
dermoclysis was given, the pulse rate quickened, cyanosis developed and attention 
was focused on the heart and lungs. No sputum was expectorated. Another (TH. 
W. J.), called in consultation, found limited expansion in the right chest, with 
rhonchial fremitus, dullness, and distant breath sounds. The area of eardiae dull- 
ness was appreciably displaced toward the right side, the heart rate being 164 to 
the minute, and the sounds weak in character. A diagnosis of postoperative col- 
lapse was made and promptly verified by the fluoroscopic and x-ray studies of Dr. 
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Farrell (Fig. 1). In consultation with another 
examination and treatment were agreed upon. 
The result of the bronchoscopy was striking. 
trachea, and the left bronchus appeared normal; 
in the right bronchus, extending into the lower 
determined, neither the main bronchus nor the 


lower lobe bronchus apparently was completely 
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of us (L. H. C.), bronchoscopic 


To quote the report, ‘‘The larynx, 
thin, brownish secretion was found 
lobe bronchus; so far as could be 
The 
filled up by the secretion; 14 e.e. 


stem bronchus was occluded. 


of secretion were removed from the right bronchus with the aspirating tube and 
collected for study. The mucosa of the right bronchus was moderately inflamed. 
There was no evidence of changes in the bronchial walls nor was there any change 
in the bronchial movements. ’’ 

Following bronchoscopy the patient felt better almost immediately, the breathing 
becoming much easier and the cardiac rate slower (Fig. 7). Frequent examina- 
tions and repeated x-ray studies showed progressive improvement in the aeration 


Fig 1.—The of the right chest evenlv dense in the lower half 


shadows 
| there is some increase in the density of the upper half. 


are quite 


The heart is displaced to the right and the trachea is drawn to this side. : 
the fluoroscope, it was impossible to distinguish the cardiac and diaphragmatic 
shadow on the right from the pulmonary markings. 

The left lung is quite well aerated and the diaphragm here moved freely at the 
pon vteiae The changes in the right lung are believed to be due to postoperative 
collapse, 


and functional activity of the damaged lung, coincident with the return of the 
heart 


to normal limits and action. (Figs. 2 and 3.) The patient was discharged 
from the hospital on the nineteenth day after operation and has been in splendid 
health ever since. 

The laboratory examination of the aspirated fluid showed the following organ- 
isms: Micrococcus catarrhalis, Bacillus influenzae, Streptococeus viridans, pneumo- 
ecoceus. 

Case 2.—D. L., single, aged twenty-one, was admitted to the Gynecological Serv- 


ice in November, 1928, as a subacute case of gonorrheal salpingitis. This attack 


/2 


798 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


was the second one, a pelvic abscess having been drained vaginally in another hos. 
pital two years before. Pelvic pain and tubal enlargement persisting, operation 
was decided upon. <A preoperative leucocyte count and sedimentation test were 
definitely unfavorable however, and it was thought best to defer operative measures 
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for the time being. Accordingly, the patient was discharged and kept under ob- 
servation in the Out-Patient Department. In addition to the usual diseases of 
childhood, she had had diphtheria and influenza. 

Persistence of symptoms continued and she was readmitted. After a week’s 


observation, the blood count, sedimentation test, and temperature chart being favor- 
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able, operation was performed Jan. 5, 1929, by Dr. John Fisher. He did a bi- 


lateral salpingectomy and appendectomy, with conservation of both ovaries, en- 


countering a moderate degree of pe!vie adhesions. 


/ 


Fig. 4.—There is partial collapse of the right lower lobe. The right diaphragm 
is a little higher. It has a shorter excursion than the left. 

The heart is displaced appreciably to the left. 

There is an increase in the density of the shadows that have the appearance of 
collapsed lung rather than a lung filled with exudate. The signs are not extreme and 
the breathing was not difficult to any extent. 


_ Fig. 5.—The right lower lobe is a little more nearly clear than at the last exam- 
ination. The right diaphragm is still a little higher than the left both at inspiration 
and expiration, particularly at full inspiration. 


Twenty-four hours after operation, the patient was reacting well, her only 


discomfort being abdominal pain with some nausea and vomiting. On the morning 


of the second postoperative day, she was seized with stabbing pain in the right 


| 
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lower chest accompanied by marked dyspnea. The temperature was 102.4° F., the 
pulse 150, and there was definite cyanosis. One of us (H. W. J.) found diminished 
expansion, dullness, and bronchial breathing over the base of the right lung, with 
an increase of cardiac dullness to the right. A viscid, pale yellow tenacious sputum 
was expectorated, and the diagnosis of partial pulmonary collapse was corroborated 
by Dr. Manges’ x-ray examination (Fig. 4). Following her return to the ward, 
the patient was more comfortable, the temperature, pulse, and respiration assuming 
«a downward trend (Fig. 8). The posture was changed frequently, bronchoscopic 
drainage was decided against and an expectant policy adopted. (Fig. 5.) Daily 
improvement continued, the patient being discharged on the sixteenth day. She was 
seen recently and is quite well. 

The examination of the expectorated sputum showed many diplocoeci and a few 


streptococci. 


Fig. 6.—There is an increase in the density of the markings in the right upper 
lobe of a lobular patchy type. 

The right half of the diaphragm is elevated and the heart and mediastinum are 
drawn to this side. 

These changes are due to collapse of the right lung which is postoperative. 

There is now (one month later) much less density in the lower portion of the 
right lung than there was at any of the earlier studies. The heart is still somewhat 
drawn to the right and the right half of the diaphragm is still elevated, remnants of 
the collapse. There is nothing to suggest unhealed parenchymal infection in any por- 
tion of the lungs. 


CASE 3.—F. W., married, aged thirty-two, a para vil, was admitted to the Gyne- 
ecological Service on the evening of Feb. 6, 1929, the provisional diagnosis being 
ectopic pregnancy. She was seen soon after admission and the diagnosis concurred 
in, the history, symptoms and physical signs being very suggestive, viz., a ‘‘ missed 
period,’’ followed by pelvic distress and vaginal bleeding for three weeks, eul 
minating in a sudden attack of pain accompanied by fainting and collapse. The 
blood count showed Hb. 38, R.B.C. 3,110,000, W.B.C. 9600, C. I. 0.61. A second 
count in an hour showed a decreased red count, 2,710,000 and white cell count in- 
ereased to 11,100. The blood pressure was 98/50, the temperature 99.4° F., the 
pulse 100, and the respirations 24. A point of importance in the past history was 
the probable occurrence of hemoptysis at one time. The heart and lungs were es- 


sentially negative. Immediate operation was decided upon. 
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As there was some question of previous instrumentation, a posterior colpotomy 
was performed and a rubber drain inserted before opening the abdomen. Section 
showed a ruptured tubal pregnaney on the left side near the cornu, with consider- 
able organization of adherent blood clot and placental tissue, together with between 
500 and 1000 ¢.c. of free blood. A left salpingo-oophorectomy was performed and 
the abdomen closed without drainage. (Gas-ether anesthesia.) 

Later that night our associate, Dr. Lintgen, gave her 520 ¢.c. of whole blood by 
direct transfusion, and early the following morning she was resting comfortably. 
By 9:00 A.M., however, the temperature was 101°, the pulse 100, and the respira- 
Gens 30, but the patient complained very little. We attributed these alterations to 


postoperative reaction, influenced perhaps by the blood transfusion. By evening, 
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Fiz. 7.—Clinical Chart of Case 1, C. H. 


the temperature was 104.8°, the pulse 130, and the respirations 54, but unaeccom- 
panied by eyanosis or discomfort. Anteriorly the chest appeared to be clear, but 
posteriorly the breath sounds were suppressed on the right side. The heart sounds, 
though rapid, were regular and of fair quality. Cardiae displacement was ques- 
tionable. There was no pain in the chest but a moist cough was noticed. 

Next morning the temperature, pulse, and respiration were relatively lower, and 
some cyanosis had developed. Another of us (H. W. J.) found limited expansion 
on the right side, rhonchial fremitus, suppressed breath sounds, with coarse rales 
and expiratory difficulty on that side. The pereussion note was impaired. The 
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area of cardiac dullness was increased toward the right, the siens suggesting par- 
tial atelectasis. Fluoroscopy and x-ray study by Dr. Farrell corroborated the 
diagnosis of lobular atelectasis (see Fig. 6) Dingnostie bronchoscopy was decided 
upon and performed with advantageous result. Quoting the report: ‘There Was 
found a small quantity of yellowish purulent secretion adherent to the walls of the 


right main bronchus, stem bronchus, and lower lobe bronchus; there was no oeely- 


sion of the bronchus at any point; following aspiration of the secretion, it was 


found that a greater part was comine from the right upper lobe orifice and the 


JEFFERSON HOSPITAL 
Ave DaeDEC. 192.8 Register 7355 


—JANUANY | 
T 


c 
« 
; 
+ 


= 
== +34 
= 10d 
o— 
======s- 
= “pth 
=: 
$+ 
itt 
4 
=; 
++ + | 
+ 
=: 
| 
| 
10) 
z 
> | = 
: 
= 
——;—+ 
| 
i 8.—Clinical Chart of Case 2, D. L. 


posterior division of the lower Iobe bronchus. The mueosa of. the right bronehus 
was moderately inflamed. Four ¢.e. of secretion were aspirated and sent to the 
laboratory.’ 

General improvement followed slowly with eradual subsidence of the tempera 


ture, pulse, and respiration Fig. 9). There was considerable vaginal drainage 
even after the removal of the rubber drain, and this evidently was a factor in the 


slow subsidence of fever. The x ray findings showed gradual clearing of the chest, 
and another blood transfusion was eiven by the direet method. This was aeecom- 
panied by a reaction, but improvement continued and the patient was discharged 


on the thirtieth day after operation, (Fig. 6.) 
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COMMENT 


There are certain features of special interest in the foregoing re- 
ports. In Case 1 the catastrophe developed in a patient judiciously 
prepared for surgical procedure. Although the case was tedious, as 
inflammatory cases often are, no special difficulty was encountered, and 
the patient reacted well. 

The initial untoward symptom was the rapid pulse, at first suggesting 
hemorrhage. The respiratory rate was not greatly aecelerated (28), 
chest pain, cough, and expectoration being absent. She did not seem 
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Fig. 9.—Clinical Chart of Case 3, F. W. 


to be greatly distressed. A moderate degree of cyanosis presently oe- 
curred together with shallower respiration, a bit increased in rate, with 
right-sided limitation of expansion. The vigilance of the internist in 
observing the eardiae displacement and in detecting further signs sug- 
gestive of pulmonary collapse, confirmed without delay by fluoroscopic 
study, undoubtedly brought the patient to prompt bronchoscopic treat- 
ment and recovery. The latter procedure showed the lower lobe bron- 
chus to be completely filled with secretion, unusual in type in that it 
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was much thinner and of a brownish color, quite unlike the thick 
tenacious sort usually found in these cases. The prompt relief of res- 
piratory embarrassment was striking. 

In the second ease also, we were dealing with a carefully prepared 
patient. The onset differed from the previous case, beginning with 
stabbing pain in the right chest. Dyspnea and cyanosis followed in 
rapid sequence, with a pulse rate of 140 to 150. Cough and charae- 
teristic sputum were present. This patient was very uncomfortable 
and seemed more critically ill than did the first. Early observation 
resulted in a correct diagnosis, verified by fluoroscopic and x-ray pro- 
cedures. The motion incidental to removal to and from the x-ray de- 
partment was perhaps an active factor in shifting the trunk sufficiently 
to dislodge any occluding bronchial secretion, for immediate improve- 
ment followed, the temperature, pulse, and respiration declining with 
symptomatic betterment. 

In considering the third case, it is significant that we were dealing 
with an emergeney in which there was no opportunity for prolonged 
eare and study. The ether anesthesia was poorly borne. As in other 
cases, the onset occurred in about twenty-four hours, ushered in’ by 
rapid, shallow respirations, accelerated pulse and rise in temperature. 
There was no chest pain, but a moist cough was present. Cyanosis was 
not pronounced, and the possibility of a delayed transfusion reaction 
confused the picture. With collapse in mind, however, the diagnosis 
was promptly made, the x-ray study showing an increase in the density 
of the markings in the right upper lobe, of a lebular, patehy type 
rather than lobar. Bronchoscopy revealed an interesting situation, un- 
like that found in other eases observed. At no point was there com- 
plete bronchial obstruction; the atelectasis was lobular, whieh, had 
it not been recognized, would have gone on to a lobar type. 

It is worthy of note that these individuals were comparatively young; 
that the right lunge was affected in each ease; that the condition be- 
came apparent in twenty-four hours or soon after; that there was 
considerable variance in the mode of onset, and in the manner in which 
the patient was affected, 

TREATMENT 


Prophylaxis should be the keystone in the consideration of treatment. 
If we consider actual bronchial obstruction by secretion. as the cause, 
then attention must be focused on the factors contributing to it. What- 
ever predisposes to bronchial obstruction by mucus, as shallow breath- 
ing, should be avoided. Early change of posture after operation 
should be promoted and deep breathing encouraged ‘‘even though it 
hurts.’’ Avoid constriction of the upper abdomen and diaphragm by 
a tight adhesive dressing. The abolition of the cough reflex by nareotie 
medication, as Jackson has pointed out, is undesirable. Preliminary 
morphine and atropine medication is discouraged by certain observers. 
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Thorough preoperative study is essential. Continuance of prolonged 
Trendelenburg position may be a factor. 

Hyperventilation of the lungs postoperatively using carbon dioxide 
and oxygen as utilized by Scott and Cutler, is a procedure undoubtedly 
possessing merit. 

What shall we do when confronted by a postoperative calamity of 
respiratory nature? Painstaking observation and consultation with an 
internist, aided by prompt fluoroscopic and x-ray study if 
atelectasis of any variety or degree is a reasonable possibility, im- 
mediate and more or less continuous postural change as suggested by 
Sante™ should be tried while arranging for the opinion of the bron- 
ehoscopist. If further developments are not immediately encouraging, 
bronchoseopie examination and drainage will most likely save the sit- 


uation. 
SUMMARY AND CONCLUSIONS 


Our experience from the study of these reported cases, and our eon- 
sideration of the finding of others, leads us to summarize and con- 
elude as follows: 

1. The actual cause seems to be postoperative embarrassment of res- 
piration accompanied by mucous obstruction somewhere in the bronehial 
tree. The predisposing causes are varied and speculative, but shallow 
breathing is a definite factor. 

2. Differential diagnosis is of paramount importance in the recogni- 
tion and treatment of the condition. This ean only be accomplished 
satisfactorily by meticulous observation of unusual postoperative symp- 
toms and signs, calling for early consultation with the internist and 
bronchoscopist, together with immediate fluoroseopie and x-ray studies. 
Many cases of postoperative atelectasis of varying degrees have un- 
doubtedly been overlooked in the past, being classified as pneumonia 
or an allied condition, terminating fatally beeause of lack of proper 
treatment. 


3. Karly change of posture and the encouragement of deep breathing 
immediately after operation are essential prophylactic measures. Aboli- 
tion of the cough reflex by nareotie medication must be seriously econ- 
sidered when providing for the alleviation of pain, or when prescribing 
preoperatively. 

4. While the postural treatment should always be attempted, the most 
gratifying. results are those following bronchoscopic examination and 
drainage. 
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(For discussion, sec page 854.) 


THE SEDIMENTATION TEST IN| GYNECOLOGY 


By Nysvrom, M.D., Estriuer M. Gretsuemer, M.D., 
MINNEAPOLIS, MINN. 


(From the Department of Physiology, University of Minnesota, and the 
Minneapolis General Hospital) 


W" HAVE studied the Cutler large tube method' and the Linzen- 


meier method? of sedimentation simultaneously on a series of 57 
patients in the Gynecological Ward of the Minneapolis General Hos- 
pital. The bleod was collected and the sedimentation readings made by 
one individual. The blood counts and hemoglobin estimations were 
made by the laboratory techniciars. The temperature records were 
taken from the charts. 

The column of plasma in each tube was measured at fifteen, thirty, 
forty-five, and sixty minutes, and again at four hours, when possible. 
From these readings we calculated the time required for thg sediment- 
ing cells to reach the 18 mm. mark in the Linzenmeier tubes, without 
actually watching it constantly. 

The means, standard deviations, and correlation coefficients were 
ealeulated by the usual statistical methods. The correlation coefficient 
is one means of measuring the agreement between the two methods. 
The difference between the means gives further information. The 
results found are shown in Table I. The Cutler readines are used as 
subtrahends. 


rs Bue | 
CORR. 
MEANS (MM.) DIFF, COEFF. 
DIFFERENCE CORR. COEF, 
CUTLER LINZEN MEIER E. DIFF, E. CORR. 

COEFF. 
15 min. LO.89 + 0.69 11.05 + 0.68 0.16 +0.97 0.16 tO.913 + 0.015 60.9 
ao ** 17.00 + 0.78 16.79 + 0.72 0.21 + 1.06 0.20 +0.941 + 0.010 94.1 
5 20.68 + 0.77 19.95 + 0.70 0.73 + 1.04 0.70 +0.933 + 0.011 84.8 
lL hour 22.37 + 0.76 21.68 + 0.67 0.69 + 1.01 0.68 +0.952 +0.008 119.0 
; 27.13 + 0.60 26.20 + 0.56 0.93 + 0.82 1.13 0.962 + 0.007 37.4 


It will be observed from Table I that the means agree remarkably 
well, no significant difference being found between them at any time 
interval. The mean sedimentation index (Cutler one-hour reading) of 


— 
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99 37 + 0.76 mm. is definitely greater than that found for 200 relatively 
normal women,* as would be expected. The correlation coefficients 
show excellent agreement between the two methods. We may con- 
elude that one method is apparently as good as the other, from the 
above results. 

There is much discussion as to the value of the information derived 
from the sedimentation test. Some maintain that an equal value is 
derived from the white count and the temperature record of the pa- 
tients. Certain investigators, however, feel that the rate of sedimenta- 
tion gives more reliable information than the white count.* ° 

We determined the relationship between the white count and the 
sedimentation index. The mean white count was 11,970 + 350. The 
correlation coefficient was + 0.364 + 0.079. Some relationship is evi- 
dent, but it is not a striking one. 

We believe that the temperature cannot be a very reliable guide 
since 71 per cent of our group showed temperatures of 98.8° F. or be- 
low, 18 per cent 99° F., and 11 per cent 100° F. or above. 

A significant relationship between the rate of sedimentation and 
both the red count and hemoglobin content has been found.* ®* The 
present study gave a mean red count of 4,010,000 + 62,000. The 
correlation coefficient (red count and sedimentation index) was —0.500 

0.071. The mean hemoglobin content (new Sahli) was 79.4 + 1.3 per 
eent. The relationship between the hemoglobin content and the sedi- 
mentation index is shown by a correlation coefficient of —0.492 + 0.069. 
These figures show that the lower the red count and hemoglobin con- 
tent, the faster the rate of sedimentation, 

The time required for the cells to settle to the 18 mm. mark on the 
Linzenmeier tube was compared with the index (one-hour Cutler). 
Fifty-one of our patients showed this time to be less than four hours, 
so our calculations are based on these cases only. The mean time re- 
quired to settle to the 18 mm. mark was 45.3 = 4.1 min. The correla- 
tion coefficient was —0.892 + 0.019. Thus, the blood whieh requires the 
least time to reach 18 mm. will likewise show the greatest index. 

In order to more easily compare results found by one method with 
those found by the other method, we have calculated the linear regres- 
sion equations, from the means, standard deviations, and correlation 
coefficient. If the Cutler sedimentation index has been determined, 
this can be expressed in terms of the Linzenmeier time by the follow- 
ine formula: 

L 177.24 — 5.47 C. 
(L = minutes required to reach the 18 mm. mark, and C = mm, read- 
ing at one hour in the Cutler tube.) 


A few comparisons will be shown. 
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Cutler Index Linzenmeier 

> mm. 150 mm. to reach 18S mm. 

95 

3U 13 ‘ ‘ ‘ 


Any intermediate values may easily be determined by the above 
formula. 

If the original readings have been made by the Linzenmeier method. 
then the results may be expressed in terms of the Cutler index by the 
following formula: 

C 30.71 — 0.145 L. 


A few comparable values will be shown. 


( ulle 4 Index 
1) mm. to reach 1S mm. 2S mm. 


It should be kept in mind that these formulas are based on 51 gyne- 
cologie cases, and are not applicable to normal individuals. Later re- 


sults will present comparable scales for health. 


SUMMARY AND CONCLUSIONS 

1. Fifty-seven evnecologic patients were studied by Cutler and 
Linzenmeier methods simultaneously. 

2. The two methods are in excellent agreement. 

3. We believe that the sedimentation test gives information not 
gained from white counts and temperature records. 

4. The lower the red count and hemoglobin content, the faster the 
sedimentation rate. 

5. A means of expressing the results found by one method in terms 
of the other is presented. The formulas are derived from the 51 of our 
cases whose cells reached the 18 mm. mark in less than four hours, and 


are not applicable to individuals in good health. 
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A STUDY OF THE VERY EARLY DECIDUA 


By R. W. TelLinpe, Mb. 


(From the Gynecological Department of the Johns Hopkins Hospital the 
Carnegie Embryological Iustitute of Washington) 


tie DETERMINE the presence of a very early pregnaney from 
examination of the uterine curettings is a task which not infre- 
quently the gynecologic pathologist is called upon to perform. When 
bits of the trophoblast are seen, the diagnosis of pregnancy is eer- 
tain, but when one is not fortunate enough to see portions of the very 
early products of conception the determination of the presence of preg- 
nancy may be very difficult. In fact, as will be shown by considera- 
tion of the cases below, if the pregnancy is early enough, its diagnosis 
may be impossible. The uterus may be curetted in early pregnaney 
and the site of implantation of the ovum missed or, if removed with 
the curette, it may fail to appear in the sections of curettings studied. 
In such eases a thorough knowledge of the earliest changes in the 
endometrium is essential for a histologic diagnosis. Through what 
may be termed a clinieal accident, the author has obtained some his- 
tologie data on the early gravid endometrium, coupled with an exact 
clinical history. It is with the hope of adding to our exact knowledge 
of the histologic picture of the very early decidua that this case is 
presented. 

On June 30, a woman, aged twenty-three, presented herself complaining of severe, 
lower abdominal, cramp-like pains which were particularly severe in the right lower 
quadrant. Her previous menstrual history indicated that her periods had begun 
at twelve years of age and had never been perfectly regular, the interval being 
twenty-eight to thirty-six days. The usual duration was five to six days and the 
periods were associated with severe abdominal cramps. The present cramps were 


much more severe than those usually associated with her periods. Her last menstrual 


period had begun on May 26 and ended on May 29. She was married on May 28 
and ceased menstruating the next day. On June 23 she began having severe lower 


abdominal cramp-like pains, particularly on the right side. These continued with 
increasing severity and she consulted me on June 30. 

Pelvie examination revealed a smooth, firm cervix, high in the vagina and a 
uterus normal in size, consistence, and position. To the right of the uterus one 


eould feel a very tender, cystic miss about 6 em. in diameter, from which the 


ovary could not he differentiated. In view of the presence of this mass, and its 
association with right-sided pain, in a woman a few days past the date of her 
expected period, it was felt that the suspicion of a tubal pregnaney should be con- 
firmed or ruled out by an examination under ether. Upon making this examination 
the author felt certain that the small, right-sided mass was a small ovarian cyst 
and did not feel justified in performing a laparotomy. In view of the history 
of dysmenorrhea, however, it was thought advisable to take advantage of the 


anesthesia and perform a dilatation and curettage in the hope of relieving her 
pain. Accordingly, on July 1 a curettage was done and a normal amount of 


endometrium was obtained which, macroscopically, showed no abnormality. The 
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histologic picture of this endometrium was that of the late premenstrual pattern, 
The patient, after her discharge from the hospital,. from time to time suffered 
from vaginal hemorrhages. On reexamination, August 1, the uterus was found to 


be softened and symmetrically enlarged to approximately the size of a six or 


eight weeks’ pregnancy. The patient was put to bed but continued to have re- 
curring cramps and hemorrhages. Finally, on September 8, since she was bleeding 
profusely and the hemoglobin liad dropped from So per cent to 65 per cent, it 
was felt that it would be unwise to subject her to further loss of blood and that 
there was little chance of the pregnancy going to term. The hemorrhages had been 
so frequent that it seemed improbable that the fetus could be alive. Accordingly, 
the cervix was dilated with great difficulty and the fetus removed in pieces. To our 
surprise the fetus showed no evidence of necrosis. Because of the right-sided mags, 
a laparetomy was done and the right ovary, which contained a dermoid cyst of 


about 6 em. in diameter and the corpus luteum of pregnaney, together with the 


mvilescence was uneventful. 


uppendix were removed. 


Fig. 1.—Low-power field of the spongy layer of the endometrium of our c1se of a 
two weeks’ pregnancy. Note the wide lumina and serrated outlines of the glands. 


Upon examination of the arm o! the fetus and carefully comparing it with speei- 
mens of different ages in the collection of the Carnegie Embryological Institute, 
Dr. George Streeter was able to fix the menstrual age of the fetus obtained Septem- 
ber 3 at thirteen to fourteen weeks. With this fixed age as a starting point for 
our calculation, it is obvious that the patient must have become pregnant at her 
first ovulation after her marringe. Sinee ovulation occurred between June 9 and 
15 and the sample of endometrium shown here was obtained July Lui obviously 
a decidua of a little over two weeks. 

The endemetrium is composed of two fairly distinct layers, the superficial com 
pacta and the subadjacent spongiosa. The sections having been made from 
curettings, the basalis is absent. The compacta is a thin zone composed of stroma 
cells and traversed by the necks of the uterine glands. The spongiosa is composed 
of the dilated glands of the premenstrual type containing much less stroma than 
the compacta (Fig. 1). These glands are markedly tortuous and have wide lumina, 
lined with epithelium in a serrated pattern.  Eosin-staining secretion is present 
in most of the glands. The rather light-staining epithelium lining the glands is 


for the most part moderately low columnar with a frayed border due to the secretion 
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attached in places to the epithelial surface. In places the epithelium lining the 
glands without secretion is higher and the border sharper. Comparing these glands 
with those of Fig. 2, a typical premenstrual endometrium obtained two days before 
the expected menstruation, there is no essential difference either in the size of the 
gland lumina, the gland pattern, or the character of the lining epithelium. These 
glands also contain secretion, Comparing this glandular pattern with that of 
another extremely early pregnant endometrium, that of the Miller ovum (Fig. 3), 


we find that the glands in the ease of the Miller decidua are of the premenstrual 


V2. 2 Low-power field of the spongy layer of a late premenstrual endometrium. The 
gland pattern is practically identical with that shown in Fig. 


Fig. 3.—Lower-power field of a longitudinal section of the spongy layer of a 
pregnant endometrium (Miller). The glands are somewhat dilated and serrated, but 
on the whole these features, usually, considered characteristic of the pregravid and, 
in a more exaggerated form, characteristic of the gravid endometrium, are actually 
less marked in this endometrium than in the pregravid endometrium shown in Fig. 4 


type but with less exaggerated premenstrual characteristics than in either the 
pregnant endometrium shown in Fig. 1 or the late premenstrual endometrium in 
Fig. 2. A comparison of Fig. 3 with Fig. 4 will show that the premenstrual pattern 
is more exaggerated in the twenty-six-day premenstrual endometrium than in the 
Miller endometrium. In fact, the lapse of time from the onset of the last menstrual 
period in the ease of the Miller pregnancy is less than in either of the other two 


= 
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cases. The endometrium in the Miller case was obtained twenty-one to twenty-two 
days after the onset of the Jast menstrual period and the pregnaney was estimated 
to be of ten to eleven days duration. The endometrium of pregnaney reported above 
Was obtained thirty-six days after the onset of the last menstrual period and the 
premenstrual endometrium shown above was obtained twenty-six days after the 
onset of the last menstrual period. The lumina of the glands of the Miller ease 
contain the seeretion embryotrophe and the epithelial lining is of the same char. 


acter as that of our two weeks’ decidua and the late premenstrual specimen. 


wr 


Fig. 4. Longitudinal section of the spongy layer of the same premenstrual en- 
dometrium shown in Fig. 2. The magnification of Fig. 38 and Fig. 4 is the same. 
Note the wider lumina and more marked serration of the glands in Fig. 4 than of 
those of Fig. 3. 


4 


Fig. 5 High-power field of stroma of compacta of endometrium of early preg- 
nancy reported above, showing slight dtcidua-like change of the stroma cells. The 
change, however, is less marked than in the menstruating endometrium shown in 
Fig. 6 


The stroma cells of the early decidua of our case are interesting in comparison 
with those of the late premenstrual or menstrual endometrium and the endometrium 
of the Miller decidua. The stroma cells of the compacta are rather large, lightly 
staining polygonal cells with abundant lightly ‘staining cytoplasm, and large, round 


or slightly oval nuclei (Fig. 5). In other words they have begun to bear some 
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resemblance to the classical decidua cell. Comparing them with the stroma cells of 
the compacta of a menstruating endometrium, we find the same type of ‘‘decidua- 
like?’ cells in the menstruating endometrium (Fig. 6). It is not uncommon in the 
late premenstrual or menstruating endomentrium to find the stroma cells of the com- 
pacta taking on changes characteristic of the young decidua cell. In Fig. 6 the same 
type of decidua like cell is seen, but the cells of the menstruating endometrium 


actually appear more like the classical decidua cells than do those of the early 


Fig. 6.—High-power field of compacta of menstruating endometrium, showing 
decidua-like changes of the cells. The resemblance to typical decidua cells is some- 


what more marked than in the pregnant endometrium shown in Fig. 7. 


Fig. 7.—High-power field of compacta of very early pregnant endometrium (Miller, 
ten. to eleven days). The stroma cells of the endometrium bear no resemblance to 
lecidua cells except in the immediate proximity of the ovum as shown in Fiz. 8. 


pregnancy. Comparing these cells with the stroma cells of a still earlier pregnancy 
(Miller, ten to eleven days) we find not even the slightest resemblance of the stroma 
cells in the compacta of the Miller decidua to the classical decidua cell (Fig. 7). 
In the immediate region of the implanted Miller ovum, on the other hand, there 
is a narrow zone within which the cells have taken on a slight but definite decidual 


change (Fig. 8). In another very early pregnant endometrium, that of Kleinhans 
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described by Grosser in 1922, there was, according to Grosser, a slight decidua] 
change of the stroma cells in all parts of the endometrium, but the change wag no 
more marked in the region of the ovum than elsewhere. Judging from prints made 
from several of Kleinhans’ own negatives, however, we were unable to confirm 


Grosser’s statement and could not see any stroma cells suggesting decidua even jn 


Fig. 8S High-power field of early pregnant endometrium (Miller) showing tro- 
phoblast (b). The stroma cells (@) in close proximity to the trophoblast have taken 
on definite decidua-like characteristics, 


Fig. 9 Endometrium of the Kleinhans case, showing trophoblastic tissue (b) and 
the adjacent endometrium. The stroma cells (a) bear no resemblance to decidua cells 
even in the proximity of the ovum. 


the immediate vicinity of the ovum. Fig. 9 shows trephoblastie tissue and adjacent 
stroma, but the latter bears no resemblance to decidua. Unfortunately, although 
it is very early, the actual age of the Kleinhans specimen could not be determined. 
The stroma cells of the spongy layer of the endometrium of all of the above eases 
show no decidual changes. 


° 
&. 
7 
| 


TE LINDE: STUDY OF THE VERY EARLY DECIDUA 815 


In our early pregnancy specimen there is a slight infiltration of round cells 
throughout the endometrium, most marked in the compact layer where an occasional 
polymorphonuclear leucocyte is seen. The premenstrual specimen shows an even 
more extensive infiltration with round and polymorphonuclear cells, particularly in 
the compact layer. This infiltration is the usual finding for two or three days 
be‘ore menstruation and is a precursor of the degenerative process characteristic 
of menstruation. In the Miller decidua there is a sparse sprinkling of round eells, 
but a greater number of them are seen in the immediate region of the ovum. 
Numerous small blood vessels are found through all the layers of the early decidua, 
there being no essential difference between the blood vessels of this early decidua 


and those of the late premenstrual endomentrium. 
DISCUSSION 


A study of the above description in conjunction with the photo- 
micrographs will show that there is no essential difference between the 
early decidua of ten or fourteen days and the pregravid endometrium. 
There is no evidence to show that the presence of a fertilized ovum 
embedded in the endometrium brings about any changes in the glands 
or stroma cells of the endometrium during the first two weeks except 
in the immediate vicinity of the ovum (Fig. 8, Miller ovum). The 
morphology of the glands and stroma in the Miller case and in our 
case of pregnaney corresponds to that of premenstrual nongravid en- 
dometrium of the same period of time since the last menstrual period. 
The premenstrual changes are less marked in the Miller ease of preg- 
naney, in which a curettage was done twenty-one to twenty-two days 
after the onset of the last menstrual period, than in the premenstrual, 
nonpregnant case in which the patient was curetted on the twenty- 
sixth day of the menstrual cycle. On the other hand, there are slight 
but definite decidua-like changes in the stroma cells in the vicinity of 
the fertilized ovum which are entirely absent from the rest of the 
endometrium. These facts assume some clinical importance and indi- 
eate that, in our present state of knowledge, unless actual trophoblast 
is seen, the diagnosis of pregnancy cannot be made from ecurettings of 
a uterus pregnant two weeks or less. Exactly how soon the changes 
in the stroma and glands become sufficiently marked to determine 
pregnancy with certainty from the histologic picture of the endome- 
trium can only be determined by placing on record exact histologic 
data of early decidua of definitely known age. Perhaps it will be 
shown that there are individual variations, within certain limits, of the 
histologie changes taking place in the endometrium early in pregnancy 
and in the time at which these changes oceur. Certainly one learns 
from the study of many curettings obtained during the various phases 
of the menstrual eyele that there are individual differences in the re- 
sponse which endometria make to the influence of corpora lutea in the 
premenstrual phase, as evidenced by different degrees of histologic 
change. Our ease illustrates also a fact of some clinical interest inas- 
much as it shows to what extent the endometrium can be injured even 


816 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


to the extent of a curettage without interruption of the growth of the 
embedded ovum. 


In conclusion, T wish to express my thanks to Dr. George Streeter of the Carnegie 
Embryological Institute for his cooperation and helpful suggestions in the prepara- 
tion of this paper, and to Mr. Osborne Heard for the excellent photomicrographs. 
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MIXED TUMOR OF THE BODY OF THE UTERUS* 


By Samveu A. Wotre, M.D., F.A.C.S., Brooktyx, New York 


(From Department of Pathology of the Long Is'and Medical School) 
IXED tumors as defined by Ewing are growths comprised of 
embryonal elements in which blastomatous or malignant features 

are prominent. As first classically demonstrated by Wilms, these 
tumors are bidermal or tridermal teratomatas reproducing the stamp 
of the tissues of the locality in which they oeeur. They differ, how- 
ever, from true teratomas by the absence of complex structures or 
production of rudimentary organs. In the mixed tumors, the blastom- 
atous process may effect the derivatives of one or more layers so 
that adenosarcoma or carcinosarcoma may be reproduced. More com- 
monly, however, the sarcomatous change predominates. Classical ex- 
amples of mixed tumors are those of the salivary glands of which the 
parotid group is best known. They produce basal cell carcinoma co- 
existing with mucoid tissue, bone or cartilage derived from the meso- 
derm. In the breast similar tumors arise from aberrant ectoderm and 
mesoderm. The kidney is most frequently the seat of mixed tumors 
reproducing derivatives of the sclerotome and myotome. As deseribed 
by Wilms, these tumors contain glands, striated muscle, cartilage, bone 
and fat; all elements are embryonal in type. Similar tumors have been 
noted in the bladder, testicle and prostate. The admixture of various 
mesodermal elements was at first assumed to result by metaplasia. 
More recently, however, advances in teratology have produced suffi- 
cient evidence to warrant belief that differentiation of residual em- 
bryonal cells is the parent source of such tissues. 

In the genital tract of the female, similar tumors are not unknown. 
In a most comprehensive and thorough review of such tumors, Wilfred 
Shaw notes three sites of predilection. The vagina furnishes a group 


*Read at the meeting of the Brooklyn Gynecological Society, December 6, 1929. 
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of mixed tumors particularly prone to occur in children, which may, 
for our purposes be dismissed. The uterus, too, is not uncommonly the 
site of such growths. The best known form is the grape-like sarcoma 
of the cervix first described by Weber in 1867. Spiegelberg and 
Pfannenstiel in particular have described this group; the latter using 
the term ‘‘Traubiges Sarkoma der Cervix.’’ Mixed tumors in the 
body of the uterus are the rarest and including Shaw’s ease, only 14 
are recorded in the literature to date. As indicated by the British 
investigator, these tumors arise after menopause. They are generally 
polypoidal or pedunculated in type. They possess high malignaney 


Fig. 1.—Gross specimen of uterus. Numerous small interstitial fibroids are ir- 
regularly distributed throughout the organ. The lobular sarcoma occupies the posterior 
and lateral body and fundal walls. Contrast the homogeneous appearance of the 
sarcoma with the whorls comprising the benign fibromyomas. 
and metastasize by the blood stream. Von Franque, Gebhardt, Blair 
Bell and others have contributed to the description of this group. In 
13 cases analyzed by Shaw, 6 presented striated muscle; 6, cartilage; 
2, fat, bone, and smooth muscle. Nerve cells and tissue have also been 
identified. The bulk of the tumor, however, is comprised of spindle or 
round cell sarcoma. In two eases there was a suggestion of carcinoma 
in the epithelium overlying the tumor. Shaw’s cases presented spindle 
cell intermingled with embryonal myxomatous tissue, cartilage and 
occasional glands. According to Wilm’s view, these tumors arise from 
residual nests along the Wolffian duet. The relation of these tumors 
to complete teratomas is perhaps best shown in those in which ecto- 
dermal neurogenic derivatives are intermingled with mesodermal for- 
mations of muscle, cartilage, and fat as reported by Ribbert. 
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The clinical features and pathologic characters of a mixed tumor of the body 
of the uterus are demonstrated in the case of Mrs. M. D., aged fifty-five, admitted 
to the service of Dr. Gordon Gibson at the St. Peter’s Hospital, Aug. 20, 1928, 
complaining of abdominal mass and bloody vaginal discharge. Previous medical 
and surgical history is negative, except for pneumonia in 1927. Menstruation 
began at the age of fourteen, recurred regularly every twenty-eight days for 
five days. Last menstrual period occurred February, 1928, Married thirty-seven 
years; gravida i; para i; normal delivery. Present illness on Feb. 8, 1928, pa- 
tient noticed a mass in the abdomen. Simultaneously there occurred a_ profuse 


foul vaginal discharge, grey-yellow in color, occasionally blood-streaked. On ad- 


Fig. 2.—XS0. Groups of endometrial glands supported by malignant but well 
differentiated muscle cells comprising the tumor. The large gland lumen is striking. 
Note height of lining epithelial cells. 
mission the temperature was 101.6° F., pulse 80, respirations 20. Physical exam- 
ination revealed no abnormalities of note except for an irregular, insensitive tumor 
arising from the pelvis and extending into the hypogastrium to the level of the 
umbilicus. Pelvie Examination: The external genitals were found normal. Mod- 
erate leucorrheal discharge was present. Uterus was enlarged to the size of a four 
months’ pregnancy by multiple, irregular fibroid tumor nodules. Tubes, ovaries, 
and parametria found essentially negative. Laboratory Data: Urine normal, red 
blood cells 3,490,000, hemoglobin 70 per cent, white blood cells 16,400, neutrophiles 
79 per cent, sedimentation time was twenty-five minutes. A diagnosis of multiple 
fibroids with necrosis of a submucous tumor was made. Supracervical hysterectomy 
and bilateral salpingo-oophorectomy were performed five days after admission to 
the hospital. 
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Pathologic Report.—The specimen was referred to the Gynecologic Laboratory of 
the Long Island College Hospital for examination, The changes are recorded as 
follows: 

Uterus: The organ has been removed by supracervical hysterectomy. It measures 
after fixation 14 em. from fundus to site of transection, 8 cm. transversely at the 
level of the round ligaments, and 74% em. in the anteroposterior diameter. En- 
largement is the result of multiple fibroid tumors. These are generally small in 
size, varying from the size of a pea to the size of a plum (ranging from 10 to 25 mm. 
in diameter). These myomas are irregularly studded throughout the organ. The ma- 
jority are interstitial with centrifugal growth direction. An occasional true subperit- 
oneal form is encountered. On incision the uterine cavity is enlarged and dilated, but 
is, however, compactly filled with an irregular tuberous mass arising from the 
posterior, anterior, and lateral walls of the organ. The overlying endometrium has 


Fig. 3.—X150. An area of myxomatous tissue intermingled with the spindle sarcoma 
cells. Spider-cell forms are well shown. 


been largely destroyed and the surface of the tumor is lined by brown-red necrotic 
débris. The consistency of the tumor is varied. Some of the projections are 
definitely soft and translucent suggesting myxomatous tissue. On multiple see- 
tion of the organ the submucous tumor filling the cavity is found extending into 
the underlying myometrium for a distance varying from 4 to 50 mm. in thickness. 
Throughout the tumor presents a grey homogeneous appearance except for the zones 
of myxoma near the surface. In addition the myometrium presents numerous ir- 
regular fibroids varying from 10 to 40 mm. in diameter. Typical whorls and silky 
hue is everywhere reproduced. The muscle persisting between the myomas presents 
numerous large capillary sinusoids. Even where the fibroids are in contact with 
the homogeneous tumor the typical structure of the former is well retained. The 
serous coat is normal. 

Microscopie sections from the tumor show changes as follows: The endometrium 
overlying the tumor has been destroyed and the superficial portion of the tumor 
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proper is the seat of advanced coagulation necrosis. This is the result of thrombosis 
of numerous, large capillary and venous sinusoids distributed near the surface. 
More deeply, viability is well retained. The component tumor elements are de- 
cidedly varied. The predominant cell form is fusiform or spindle, coursing in par- 
allel columns, whorls, or irregular cell clusters. The cytoplasm is scant; cell bodies 
poorly defined. The nuclei, however, are oval or cigar shaped, large and vary 
moderately in size and form. Mitotie figures are numerous. When cut transversely, 
these cells present round or ovoid forms. True round cell patterns, however, of 
more actively growing cells are not infrequently encountered. Irregularly distributed 
throughout the tumor are large areas of myxomatous tissue. The component cells 


are spindle or spider in form and vary in size and shape. In several foci the 


x 


Fig. 4.—X100. Section from tumor. Intercellular osteoid has appeared between the 
spindle and round sarcoma cells, 


nuclei present extreme hyperchromatism. The intercellular mucoid is prominently 
shown. Further differentiation of the tumor cells has foeally reprodhiced inter- 
cellular material resembling osteoid with resulting collapse of the compressed cells. 
Islands of hyaline eartilage are also present. The blue staining matrix contains 
typical cell lacunae of varying size and form. The nuclei, however, present mod- 
erate alteration in size, shape, and staining affinity. In the deeper portion of the 
tumor, gland elements are encountered. As a rule they are supported by broad 
mantles of stroma of the spindle and fusiform pattern. The glands are large in 
size and embryonal in nature. Growth is active as evidenced by numerous, see- 
ondary sacculations. The lining cell is of the tall columnar type and is aetively 


secreting. Focally multiplication of cell layers and secondary cell papillae are 
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reproduced, Where fusion has occurred secondary gland spaces have been repro- 
duced. Epidermoid metaplasia is noted. Some glands independent of any sup- 
porting stroma directly invade the muscle fasciculi of the uterine wall. Vaseularity 
of the tumor is prominent throughout. The nutrition is afforded by large num- 
bers of sinusoidal capillaries. When stained by the van Gieson method the bulk of 
the tumor takes a yellow tint indicative of muscle content. 

Sections from the tumor-free area present a resting endometrium. The numerous 
fibroids present the usual interlacing whorls of muscle and hyalinized connective 


tissue. 


Fig. 5.—X100. An island of differentiated hyaline cartilage, lying in a zone of round 
cell sarcoma, 


Right Adnexa: Tube: The organ is symmetrical in form and contour and 
measures 9 cm, in length, 3 mm. transversely at the uterine junction and 4 mm. in 
the outer ampullar area. The fimbriae are thickened, congested. Grossly there are 
no pathologie changes. 

Right ovary is flattened, ovoid and measures 40 x 20 x 10. Tunica is thickened 
and somewhat corrugated. On section the organ presents diffuse sclerosis. 

Left Adnexa: Tube: The organ is symmetrical in form and contour and convolu- 
tion. It measures 9 em. long, 4 mm. transversely at the uterine end, and 6 mm. in the 
ampullar area. At its uterine junction it is displaced posteriorly by an interstitial 
fibroid implanted in the cornual area. 


Left ovary is flattened, ovoid and measures 5 em, long, 25 mm. transversely, and 


5 mm. in the anteroposterior diameter. On section the organ presents diffuse 


sclerosis, 


822 \MERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Sections of the tubes and ovaries present no abnormalities and no evidence of 
metastases. 


In summary, therefore, this tumor of the body of the uterus is of 
the mixed type. Sarecomatous elements predominate. The bulk eon- 
sists of nonstriated muscle cells intermingled with myxomatous tis. 
tue, osteoid and eartilage, all evidently derived from the parent 
mesenchymal substance. The glands focally encountered resemble 
those of the endometrial type. The glandular and stromal elements of 
the uterus, therefore, have been more or less reduplicated. In view of 
these findings, the tumors may be interpreted as arising from parent 
miillerian tissue. 

In closing I wish to extend my thanks to Dr. Gordon Gibson for 
permission to report this case; to Dr. Jean Oliver for his suggestions 
and to Mr. James V. Dunn, for his excellent photographs. 
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TUBERCULOSIS OF THE CERVIX 
With Report or A CAsE 


By Everett L. Bisnop, M.D., ATLANTA, Ga. 
(From the Department of Pathology, Steiner Cancer Clinic) 


HILE the uterine cervix is perhaps somewhat susceptible to cer- 

tain infections, tuberculosis is apparently very rare in this loea- 
tion. Whether it is actually as rare as statistics show may be a 
matter of doubt, for a number of cases were at first diagnosed as earei- 
noma, syphilis, ete. Carcinoma and tuberculosis may be present at 
the same time, making the diagnosis more difficult (v. Franque). 
Ilowever, it does appear that tuberculosis is really very rare, the 
number of cases confirmed by microscopic examination being com- 
paratively few. 


Primary tuberculous infection of the cervix is exceedingly infrequent, there 
being less than 25 eases in this group. The condition could be assumed to be 
primary only in those cases in which no other organ was involved, and in which 
no hematogenous infection from another focus could take place. (Moore.) 

The great majority of reported cases have been secondary to tuberculosis 
elsewhere, especially the fallopian tubes, urinary or intestinal tract or lungs. Some 
authorities state that a fair percentage of women with pulmonary tuberculosis de- 
velop tuberculosis of the cervix, and that the secondary lesion is often unsuspected. 
(Williams.) In most cases, it is possible that the infection of the cervix follows 


by direct extension from the tubes, and some cases show evidence of this by the in- 
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volvement of the intervening endometrium, rarely the myometrium. It is possible 
for the infection to involve the cervix without affecting the endometrium as has 
been shown in the experimental production of tuberculosis of the tubes. (Jung, 
Bennecke; Hashimoto.) 


The case which we are presenting here falls into this group, for 
there was extensive destruction of tubes and cervix without any 
change in the endometrium. It is doubtful if an extension by the 
blood stream could be suspected in this ease for no lesions elsewhere 
in the body have been found. 

Some writers lay considerable stress on the age of the patient, as 
an aid to differential diagnosis. It is, however, of little diagnostie 


significance, for carcinoma is being found in women under thirty years 
of age rather frequently. A personal or family history of tuberculosis, 
or a history of very long duration without the expected extension or 
metastases of carcinoma, would be of far greater diagnostic importance. 
Tuberculosis of the cervix usually presents itself as a polypoid mass, 
soon followed by ulceration. Both may be present simultaneously, or 
the mass may have disappeared and only ulceration remain. The ap- 
pearance may be extremely ragged due to futile attempts at healing, 
or it may be sharply limited by fibrous tissue formation. On the other 
hand, the infection may be deep-seated, with very little destruction of 
the more superficial tissue. Secondary infection complicates the pic- 
ture and hemorrhage usually oceurs either at intervals or a steady 
oozing. The true miliary and fibrosing types are more unusual. 
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The diagnosis of this condition miust be made by microscopic eXami- 
nation and this may not always be easy, on account of the marked 
secondary infection usually present. Biopsy certainly does no harm 
in any ulecerating, bleeding, infected, fungating lesion, whether it be 
carcinoma or of inflammatory origin. Frequently the biopsy fails to 
reach areas of typical tuberculosis, and in many eases the micro- 
scopic structure may be far from typical, leaving the diagnosis in 


doubt. Finding the tubercle bacilli in the tissue clinches the diagnosis, 


CASE REPORT 


J. H., colored female, referred to the Steiner Cancer Clinie in July, 1925, with 
a diagnosis of carcinoma of the cervix. The patient was married and had one 
child, aged fifteen. There had been no miscarriages and no history of eaneer or 


tuberculosis in her family. She ceased to menstruate two vears ago. She weighed 
170 pounds, although she states that she had weighed as much as 215. She could 
not explain this loss of weight, which had been gradual, by any illness, and she was 
a healthy looking woman. Her weight had been stationary for a considerable time. 

For the past two years, the patient had noticed a very slight bloody vaginal 
discharge, unaccompanied by any pain or discomfort. 

Physical examination was entirely negative except for slight enlargement of 
one lobe of the thyroid. Pelvie examination revealed an old lacerated cervix, with 
a partly ulcerated polypoid growth projecting from the external os. The body of 
the uterus was in normal position and not enlarged. The parametrium was neg- 
ative and there was no abdominal tenderness. 

The Wassermann was negative. Biopsy showed a marked granulomatous inflam- 
mation with great numbers of lvmphoeytes, 


leucocytes, and several atypieal giant 
cells. Vascularity was abundant and there was considerable necrosis in certain 


areas. (Fig. 1.) <A considerable amount of the secondary infection was cleared 
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up by local treatment, and a second biopsy showed a more typical strueture, with 
considerable fibrosis, endothelial proliferation, lymphoid infiltration and giant cells 
(Fig. 2). A diagnosis of tuberculosis of the cervix was made. It was thought at 
this time that the condition might be a primary infection of the cervix on account 
of the absence of any evidence of disease elsewhere. 

Hysterectomy was done and the uterus showed a marked ulceration of the 
cervix extending into the lower part of the canal. Much of the cervix was 
edematous, hemorrhagic and friable. The upper canal and the entire endometrium 
were entirely negative. 

The tubes were considerably swollen, injected and tightly adherent to the uterine 
wall. No distinet tubercles could be seen on the outer surface of the tubes. The 
lumen of both tubes was filled with light yellowish necrotic material. The ovaries 
were small, firm, with numerous small cysts, 


Microscopie examination of the cervix showed the same structure as seen in 
the second biopsy. Examination of the tubes showed the lumen filled with necrotic 
material, and destruction of the mucosa, with numerous tubercles in the mucosa and 
submucosa. Most of the tubercles were well rounded with central necrosis, lympho- 
cytes, endothelial cells, and numerous giant eells (Fig. 3). While the remainder 
of the tube wall was edematous and very vascular, no actual tubercles were found 
beyond the submucosa, although cellular infiltration was quite marked. The di- 
agnosis at this time was primary tuberculosis of the tubes with secondary involve- 
ment of the cervix. 

The patient made an uneventful recovery from the operation and was last seen 
i? 


January, 1927, at which time there was no evidence of disease. 


The interesting features of this case were (1) the apparent localized 
tuberculosis of the cervix without evidence of disease elsewhere: (2) 
the probable actual primary source of the infection discovered at 


operation; (3) involvement of the cervix from the tubes without evi- 
dence of the disease in either the uterine wall or endometrium. 


d 
n 
j 
0 
- 
i’ 
oe, 
Fig. 3. 


A PROBABLE CASE OF DIRECT INTRAUTERINE TRANSMIS. 
SION OF TUBERCULOSIS FROM MOTHER TO BABY 


By JAmMEs R. McCorp, M.D., ArLanva, GrorGIA 


(From the Department of Obstetrics, Emory University School of Medicine) 


B C., COLORED, female, aged twenty-eight, was admitted to the 
- Obstetric Ward of Grady Hospital on May 12, 1929. The admis- 
sion diagnosis was advanced pulmonary tuberculosis and a_ seven 
months’ pregnancy. Five days after admission she gave birth to a 
premature baby who weighed 2350 grams; labor was spontaneous and 
easy. The mother died twelve hours after delivery. The anatomie 
diagnosis at autopsy, which was performed by Dr. Norris, pathologist 
of the hospital, was generalized pulmonary and visceral tuberculosis; 
microscopic examination confirmed this. Both the Wassermann and 
Kahn reactions were negative. The baby lived thirty days and at the 
time of its death weighed 1795 em. and was 45 em. in length. 


AUTOPSY FINDINGS OF THE BABY 


The body is that of a poorly nourished, dehydrated, premature, male infant 
weighing 1795 gm. The peritoneal and pleural cavities contain no blood nor excess 
of fluid. The peritoneum is smooth and glistening and is of normal thickness. No 
tubercles are seen on the peritoneal surface. The lungs are of a normal pink color, 
both erepitate throughout and both float in water. No nodules can be seen on the 
surface nor on the cut surfaces of the lungs. The right lung weighs 22 gm., and 
the left, 20 gm. The weight of the heart is 20 gm., and its musculature seems 
of normal consistency. The thymus is small, weighing only 4 gm. The liver 
weighs 90 gm. and reaches to the umbilicus in the median line. Its surface is 
studded with numerous small, whitish tubercles, varying in size from those of a 
pinpoint to 2 and 3 mm. in diameter. These nodules are firm and slightly elevated. 
The cut surface shows numerous similar tubercles scattered throughout the liver 
substance. The spleen weighs 20 gm., and its surface is covered with tubercles 
similar to those that were found upon the liver. Cut sections show them to be 
scattered throughout the splenie tissue. The kidneys weigh 10 gm. each; fetal 
lobulations are present and no tubercles can be seen. The suprarenal glands weigh 
5 gm. each. The lymphatics along the lesser curvature of the stomach show 
numerous firm, shot-like, enlarged glands. The mesenteric glands are larger than 
normal and are very firm. The pancreas weighs 8 gm.; the head is bound down 
and is matted together in a mass of mesenteric lymph nodes. The stomach and 
intestines appear normal. The brain surface is smooth; no tubercles are seen on 
the meninges. No hemorrhage nor tentorial tear can be seen. Careful examination 
of all the organs, stained by the Levaditi method, does not show the organisms of 
syphilis. 

The following microscopic description was given me by Dr. Everett L. Bishop, 
pathologist to the Steiner Clinic: Striking pathologic changes were found in the 
placenta, liver, and spleen. The other organs showed little or no change. 

Placenta: The villi vary greatly in size and shape, and all show comparatively 
little syncytium, although syneytial ‘‘giant cells’’ are fairly numerous. Many of 
the villi are dense and somewhat fibrous, with extremely small capillaries. Large 
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Fig. 1.—Liver. Tubercle bacilli found in this area. X300. 


Fig. 2.—Spleen. Tubercle bacilli found in this area. X300. 
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Placenta. Tubercle bacilli found in this area. 
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Fig. 4 Tubercle bacilli in affected area of spleen. X1890. 
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Tubercle bacilli in affected area of placenta. X1890. 
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vessels are present in only a few. Many villi show a central area of a cellular 


hyaline acidophilic structure without vessels. In a considerable number of the 


villi this area is somewhat granular, and shows a bursting out of the thin fibrous 
wall into the intervillous space. Some of the villi are represented by open spaces 
surrounded by a thin layer of fibrin with scattered cells. Lymphocytes and 
leucocytes are present throughout the section, but in comparatively small numbers, 
Tuberele bacilli were found both within and without the villi. 
Liver: The sinusoids are dilated and many are filled with blood. There 


is 
considerable pigmentation. Destruction of liver parenchyma 


is marked and ¢on- 
sists of rounded areas of acidophilic granular material, without limiting zone or 
capsule. Many of these areas have fused, forming broad sheets of necrotic débris, 
Endothelial cells show little proliferation, and lymphocytes are scanty, more being 
seen in some areas than in others. ‘‘Giant cells’’ are absent. 

Tuberele bacilli are numerous throughout. 


Spleen: This organ shows the most destruction. Few of the follicles remain. 
Necrosis is extensive and widespread; some areas retain the rounded contour, 
others coalesce to form large sheets of necrotic material. Endothelial proliferation 
is slight and ‘‘giant cells’’ are absent. A few plasma cells and leucocytes are 
seen. Tubercle bacilli are numerous. 

While the necrotie areas in the spleen, liver, and placenta are suggestive and the 
finding of tubercle bacilli in all of the areas examined is diagnostic, the absence 
of ‘‘giant cells’? and any marked collection of lymphocytes is of some especial 
interest. It is possible to explain the absence of the common features of tubereu- 
losis by assuming this to be a very rapid and widespread infection in which the 
formation of ‘* giant cells,’’? endothelial proliferation and lymphoeytie infiltration 
were not able to keep pace with the tissue destruction caused by an overwhelming 
infection. 
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ERYTHROBLASTOSIS WITH CONGENITAL UNIVERSAL 
HY DROPS 


By W. C. Hueprer, M.D., tenia, Pa., AND 
M. C. Muuuen, M.D., Cuicaco, 
(From the Department of Cancer Research, Unive rsity of Pennsylvania, Philadel- 


phia, Pa., and Department of Obstetrics, Loyola University School of Medicine, 
Chicago, Ill.) 


ONGENITAL universal hydrops is a condition of the newborn 
baby which is apparently relatively rare. 


Stoeckel! states in his textbook on obstetrics that it occurs in 0.2 per cent, and 
Déderlein2 notes a similar incidence (1 case among 3,000), The disease is not 
peculiar to the human race but is also observed among domestic animals. The cases 
reported can be classified into two groups according to their etiology. In the group 
containing the majority, a mechanical or toxic cause was found to be responsible 
for the hydropic state, malformations of the heart and the vascular system, mal- 
formations of the kidney and urinary tract, malformations of the intestine, tumors 
of the lung compressing the large vessels, ruptures of the umbilical cord, syphilis 
(Lahm?) with pneumonia alba, ete. In the second, by far smaller group, the 
etiology is unknown. Hartmann‘ could collect only 34 cases of this type from the 
German literature in 1928. They appear in the literature under various names. 
Eppinger and Klebs5 for instance designated the condition as a fetal leucemia, 
Pfreimbter® as a leucemia or pernicious anemia. But it was not until Schridde7 
described in 1911 a series of these cases that a more intimate knowledge of the 
disease was acquired. Basing his decision on histopathologic findings he stated that 
the condition is a blood disease of the embryo (fetal anemia) of unknown origin 
combined with a general hydrops and their sequelae. He was certain that it has 
no etiologic relations to a congenital syphilis and noted moreover that a coexist- 
ing maternal nephritis has a doubtful causative significance. Wienskowitz$ in a 
later paper asserted, however, that the organic changes present represent reparatory 
conditions due to a congenital myeloid hypoplasia. This explanation was in turn 
not accepted by Rautmann® who believed that it is caused by an excessive forma- 
tion of erythroblastie tissue and who termed therefore the disease ‘‘ erythroblastosis. ’’ 
Chiari12 concurred in this conception. Koegel!® noted in his paper that the dis- 
ease is caused by a noxa injuring the vascular wall and stimulating simultaneously 
the hematopoietic system. Gierke11 attempted to establish connections between the 
congenital ‘‘Kernikterus’’ and general hydrops of this type. Eichelbaum13 fol- 
lowing this idea came to the conclusion that it represents a formative inhibitory 
disturbance of embryonal development of the hematopoietic system, because it rep- 
resents a developmental state as seen in a seven months old fetus. He moreover 
assumed the early existence of a vascular insufficiency causing the hydropie condition. 
In support of his theory he pointed to the frequent coincidence of malformations of 
other organs with this condition. But he neglected to observe that these organic 
disturbances are usually the direct cause of the general hydrops. Hoeck14 asserted 
that it is primarily a placental disease. Schmidt and Moench! believed in the 
presence of a defective capillary system as the causative factor. Simmonds who saw 
a ease with a cystic hygroma of the neck, stated that the edema was caused by 
dilatations of the subcutaneous lymphatics. Linder16 attempted to establish etiologic 
relations with a paternal lead poisoning. Hartmann! pointed to the frequent co- 
incidence of maternal renal disturbances (in 19 of 34 cases), but he concluded that 
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the fetal condition is primary and the maternal renal disease is secondary, due to 
a toxicosis produced by the fetus. Schumann's developed the conception that a 
maternal toxemia causes an impairment of the circulation and nutritive function of 
the placental cells and that thereby secondary circulatory and nutritional defects 
ensue in the fetus. Oberndorfer!® who reported the occurrence of general hydrops 
in one of twins concluded upon this evidence that a maternal etiology is out of 
question. 

The mothers of these babies were in general multiparae with several (3-4) previous 
deliveries of normal, full-term babies or with several miscarriages of nonhydropie 
fetuses. Also babies born after the hydropiec one were usually normal. In the ma 
jority of the women a nephropathia gravidarum was present which disappeared, 
however, in all cases soon after delivery without leaving any symptoms. All moth 
ers had a negative Wassermann reaction. 

The hydropie babies were usually of the eighth to tenth month. While they are 
frequently born with pulsating heart, the action ceases soon after the ligation of 
the cord. The placenta and the umbilical cord are large and edematous, weighing 
between 1000 and 2000 gm. The anasarea of the body is very marked, producing 
a 2 to 5 times increase of the normal body weight. The edema of the head is 
sometimes so pronounced that head and neck are indistinctly demarcated. The ab- 
domen is distended. The skin is edematous, bluish in color, and shows on the eut 
surface a gelatinous appearance with white dots and stripes of subcutaneous fat 
tissue. The muscle tissue is also edematous and has a pale pinkish white color. The 
bedy cavities contain a varying amount of serous fluid. There was up to 650 ee. 
of fluid obtained from the abdominal cavity. The omentum may sometimes repre- 
sent a large cyst with a delicate, translucent wall filled with a clear serous fluid. 
The spleen is enlarged, occasionally reaching to the pelvis, is grayish red, and does 
usually not show on the cut surface any trabeculae and malpighian bodies. They 
were only seen in the case reported by Eichelbaum.!3 The liver is also increased 
in size, brown red to brown yellow in color. The acinar structure is indistinet and 
small grayish striae may be seen on the cut surface. The kidney may show on 
section small whitish nodules in the cortico-medullary region. The bone marrow is 
grayish red. The epiphyseal line of the femur is normal. The heart may be 
hypertrophic. 

The microscopic examination of the liver shows that the strands of the liver 
cells are compressed by diffuse infiltrations consisting of erythroblasts, megalo- 
blasts, normoblasts, myeloblasts, myelocytes, and neutrophile and eosinophile leuco- 
cytes. The liver cells show evidence of degenerative changes. They contain hem- 
osiderin granules which are also present in large numbers in the Kupffer cells. 
sile casts are also occasionally seen in the bile capillaries. The spleen consists also 
entirely of myeloid tissue (erythroblasts with basophilic cytoplasm and numerous 
mitotie figures, myeloblasts, myelocytes, leucocytes, megakarioeytes). Lymphoid 
tissue with germinative centers is in general absent. Its presence was only stated 
by Eichelbaum. The cells of the pulp contain much iron-positive pigment. In the 
kidney blood-forming tissue is found in the zone between medulla and eortex. An 
iron-free pigment of greenish yellow color is present in the epithelium of the 
tubuli contorti. Myeloid foci occur rarely in the area of the lymphoid follicles and 
Peyer’s patches of the intestine. The blood which has a low hemoglobin content 
and a markedly decreased number of erythrocytes contains numerous nucleated red 
cells of which more than 50 per cent are erythroblasts. The white cells are in 80 to 90 
per cent myeloblasts and myelocytes. Lymphocytes and polymorphonuclear leuco- 
eytes are scanty or entirely absent. The examination of the tissues for spirochetes 
is negative. 

Case Report.—Mrs. N., twenty-six years old, had the usual children’s diseases and 
St. Vitus’ dance at the age of six, rheumatism at ten. Menstruation started at 
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fourteen and was regular every twenty-eight days, lasting five days with pain and 
vomiting on the first day. Married at twenty-one, she missed the period four months 
after marriage in February, 1925. The pregnancy was normal except for nausea 
and vomiting during the first three months. She delivered, November 29, 1925, a 
healthy baby weighing 74% pounds. The second child was a premature stillbirth of 
the seventh month with placenta previa (September, 1926). The fetus was 
macerated and hydrocephalic. The third baby was also a premature delivery of 
seven and one-half months and lived only thirty-six hours; it weighed 6 pounds and 
1 ounce (February 2, 1928). It was normal. The fourth child which will be dis- 
cussed in this paper was born March 6, 1929. It is an eight months’ premature 
baby. At the sixth month the mother was threatened with miscarriage. The baby 
remained at that time quiet for a week. The Wassermann tests of the mother and 
father were negative. The mother did not have any signs of nephropathia grav- 
idarum. “The delivery was normal. The pulsation in the umbilical vessels of the 
hydropic baby stopped soon after delivery. 


4 


Autopsy Findings.—The body of a newborn male baby who is 42 em. long and 
Weighs 4025 gm., shows a very marked general edema especially pronounced at the 
head, neck, and scrotum. The appearance is similar to that of a nephritie patient 
in an extreme state of anasarea. The skin is of dough-like consistency. The ab- 
domen is considerably distended. Upon incision in the midline a watery fluid 
exudes freely from the grayish, translucent, jelly-like subcutaneous tissue in which 
small yellowish gray dots of fat tissue are seattered. The muscular tissue has a 
whitish pink color and is not very well demarcated from the subcutaneous tissue 
except by ‘its difference in structure and the absence of translucency. The abdom- 
inal cavity is filled with about 500 ¢.e. of a yellow, serous fluid. The omentum 
presents itself as a large cyst filled with fluid and surrounded by a delicate trans- 
parent membrane. The peritoneum is smooth and glistening. The large bowel 
contains black feeal matter. The small intestine is contracted and empty. The 
stomach contains a small amount of mucoid material. The liver is enlarged, brown- 
red and weighs 175 em. On the eut surface an acinar structure is not noticeable. 
The panereas is normal. The spleen is dark red, firm, weighing 30 gm. There is 
no evidence of a follicular structure, but the cut surface shows a rather homogeneous 
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appearance. The adrenals are normal. The urinary bladder is empty and of pear 
shape. The kidneys show fetal lobulation. The testes are normal. The lungs are 
collapsed, red in color and muscular in consistency. The heart is normal. The 
oramen ovale is patent. There are no malformations of the vessels. The thymus 
is very small, consisting of a bean-sized mass. The subcutaneous tissue of the skull 
is highly edematous. Numerous petechial hemorrhages are present in the periost. 
The meningi are edematous. The brain is soft. The epiphyseal line of the right 
femur is straight and narrow. The blood appears to be rather watery resembling 
red wine. It shows very little tendency to coagulate as it was not yet clotted 
twenty-four hours after removal from the body. 

Microscopic Examination.—Blood: The red cells inelude 35 per cent nucleated 
erythrocytes, predominantly erythroblasts and megaloblasts with frequently poly- 


chromatophilie cytoplasm. There is a marked general polychromatophilia, anisoey- 


tosis and poikilocytosis present. Some of the red cells are hyperchromatic. The 
differential count gives 82 per cent myeloblasts, 14 per cent neutrophilic myelocytes, 
3 per cent eosinophilic myelocytes, 1 per cent lymphocytes. Amitotie division of the 
nucleated red cells is rarely seen. 

Liver: The strands and groups of liver eells are irregularly arranged. The 
acinar structure is entirely lost. The cells show frequently a foamy appearance and 


contain fine brown granules of an iron-positive pigment. The same pigment is 


also present in the Kupffer cells. The intercellular bile capillaries are often filled 
by dark brown amorphous bile casts. Between the groups of liver cells, and ap- 


parently compressing them, a diffuse and extensive infiltration of myeloid cells is 
seen, which make up the bulk of the liver substance. 

Spleen: The lymphoid tissue is completely replaced by myeloid tissue. Myeloid 
cells fill the sinuses, where also erythrocytes are found in large numbers. 

Kidney: There are scanty myeloid interstitial infiltrations present. Bile casts 
are occasionally observed in the tubular lumina. The tubular epithelium contains 
a fine granular dirty yellow, iron-free pigment in places. 

Pancreas: The organ shows interstitial edema. 

Stomach and Intestine: Normal. 

Adrenal: Normal. 
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Retroperitoneal Lymph Node: The lymphoid tissue is replaced by myeloid tissue. 

Testicle: In the stroma of the epididymis small accumulations of large round 
cells are occasionally seen. They are usually located around the stroma. 

Lung: The alveoli are collapsed. The organ presents the picture of fetal 
atelectasis. 

Heart: There are interstitial myeloid infiltrations present. The muscle cells are 
swollen, vacuolated and pale stained. Segmentation of the muscle cells is often seen, 
also loss of striation. A marked interstitial edema exists. 

Skin and skeleton muscle show interstitial edema. 

Brain: The vessels are filled as also in other organs with leucocytes and nucleated 
red cells. 

Hypophysis: The anterior lobe contains a large number of eosinophilie cells. 

Placenta: Except of a moderate degree of interstitial edema no pathologie 
changes were noticed. 


Liver and heart tissue does not contain any spirochetes according to the results 
obtained with Levaditi’s method. 

Diagnosis.—General congenital hydrops with erythroblastosis. 

Among the autopsy records of Merey Hospital a second case of general con- 
genital hydrops in a newborn baby was found. The liver and spleen were en- 
larged. The abdominal eavity was filled with fluid. The skin was edematous. 
The subcutaneous tissue had a gelatinous appearance. The epiphyseal line of the 
femur was straight and narrow. But as the record does not contain any rr ‘9- 
scopic findings and any notes of the clinical history the classification of the case us 
to remain doubtful. 


COMMENT 


The case reported belongs undoubtedly to the group of congenital 
general hydrops with erythroblastosis of unknown origin. Three out- 
standing features characterize the disease: (1) the general hydrops, 
pointing to an inereased permeability of the vascular walls; (2) the 
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marked anemia as evidenced by the red wine-like appearance of the 
blood and the presence of numerous immature erythropoietic cells in 
the blood; (3) the more or less abundant amount of myeloid tissue in 
the liver, spleen, lymph nodes and kidney indicating an increased 
hematopoietic activity of this tissue. We interpret these findings as 
the effeets of the toxie action of an unknown substance circulating in 
the blood upon the blood and the vascular wall resulting in the per- 
sistence of the hematopoietic system on the high developmental level 
of the seventh month or even in the surpassing of this status as an at- 
tempt of a reparatory compensatory hyperplasia of this tissue. The 
presence of iron-positive pigmentations in the liver and spleen and of 
bile casts in the bile capillaries of the liver indicate strongly the exist- 
ence of a marked degree of blood destruction. We therefore do not 
agree in this respect with de Lange and Arntzenius*® who claim that 
the changes present are not evidence of reparatory processes of the 
hematopoietic system. Considering the fact that in our ease the de- 
livery of a normal full-term baby was followed by a series of misear- 
riages including a hydrocephalic baby and culminating in the produe- 
tion of a hydropie baby, we are inclined to believe that the pathologie 
fetus is the result of an injury of unknown origin and character 
exerted upon the ova or spermatozoa at a time following the birth of 
the first child. The existence of a maternal renal disease at the time 
of pregnaney cannot be regarded as of primary etiologic importance 
because it is sometimes absent in these cases and oceurs very fre- 
quently without the combination with a generally hydropic fetus. It 
appears also likely that this symptom complex can be produeed by 
various causes, and that the same cause may not always result in the 
production of a hydropie baby as that is apparently demonstrated by 


the history of our case. 
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REPORT OF A CASE OF TRIPLETS WITIL 
PAPYRACEOUS TWINS 


By Foster M. M.D., CiIncInNAtTI, Ono 


(From the Cincinnati General Hospital) 


ARY C., negress, gravida one, twenty years of age, single, admitted to the Cin 
| einnati General Hospital on Feb. 8, 1930. Her last menstrual period was on 
May 2, 1929. A moderate amount of mornine sickness for the first three months. 
Quickening in August, 1929. Course of pregnancy apparently normal up to two 
weeks before admission when she had three or four dizzy spells with a small amount 


of vomiting. We had observed the patient in our Out-Patient Dispensary from the 
g ] 


Fig. 1.—Fetal Surface: (A), Sac of the full-term fetus (filled with cotton and su 
tured); (B) and (C), Saes of the twins (filled with cotton and sutured). 


eighth month. No abnormalities of size or symptoms were noted. Her past history 
was irrelevant. No history of multiple pregnancies in her family; we were unable 
to obtain information as to the father’s family history. On the night before ad- 
mission she had a few false labor pains. 

Physical examination of the patient revealed a well-developed, well-nourished 
woman. General condition very good except for carious teeth. No edema. Tem- 
perature 98.6° F., pulse 80, respirations 20, blood pressure 130/95. Abdomen dis- 
tended with a pregnant uterus extending to three fingerbreadths below the xiphoid. 
Fetus in the O. L. A. position with the head engaged. Fetal heart in the lower 
left quadrant, rate 144. Measurements: Crests 28.0 em., spines 22.0 em., external 


conjugate 20.0 em. Reetal examination: Presenting part engaged but high, one and 
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one-half fingers’ dilatation, membranes intact. There were no uterine contractions, 
The girl was given castor oil and quinine with no effect and was discharged two 
days later. 

On Feb. 12, 1930, the patient was readmitted definitely in labor. At this time 
there was no change in the findings except that a large ridge or mass was felt 
about 6 to 8 em. to the left and just above the level of the symphysis pubis. The 
patient went through a normal labor with the child in the O.L. A. position, A 
living female infant in good condition and apparently normal in every respeet 
weighing six pounds and twelve ounces was delivered. Following the delivery of 
the infant the placenta and membranes were expressed by the Credé method. At- 
tached to the placenta were two complete, intact amniotic sacs with their chorion 
enclosing two female feti in the sixth month of development. The full-term fetus 
had been enclosed in complete chorionic and amniotic sacs. The membranous 
partition between the single and twin pregnancies was easily dissected into four 
layers. The smaller feti were about 16 cm. rump to crown and about 3 to 4 em. 
thick. They were in an advanced stage of maceration and had a leathery con- 
sistency. The placenta was divided into two distinct parts. Approximately two- 
thirds of the maternal surface was normal and supplied the normal fetus. The 
other third was a mass of fibrous tissue. From opposite sides of this searred area 
the cords of the smaller feti had their origin. 

The patient had a normal puerperium and was discharged on the twelfth day 
postpartum. The infant showed no abnormalities and when discharged it weighed 
six pounds, ten ounces, and was gaining weight. 

Comment.—This was apparently a double ovum pregnancy, one of which was 
twins that died between the fourth and fifth month and were carried along with 
the third fetus through the latter half of the pregnaney. I find only two other such 
cases reported since 1920. One by B. Wolff in the Zentralbl. f. Gyndk. of May 15, 
1926, and the other by C. L. Moss in the British Medical Journal of July 9, 1921. 
Dr. Moss’s case was apparently very similar to the one reported above. 


MEMBRANOUS CERVICITIS 
CORYNEBACTERIUM HOFFMANNI 


By Aubert Houtman, M.D., ALBerT Marnievu, M.D., F.A.C.S. 
PORTLAND, OREGON 
(From the Departments of Obstetrics and Gynecology, University of Oregon 
Medical School) 


EMBRANOUS eervicitis is an unusual condition and in a perusal 

of the literature we have been unable to find a case in which 
Corynebacterium hoffmanni was the bacteriologic factor. The follow- 
ing case therefore is of unusual interest. 


CASE REPORT 


History: Mrs. E. D., a divorcee, aged twenty-six, was first seen July 15, 1929 
at her home. She complained of marked pain in the lower abdomen, back and 
legs, and of a swelling in the right groin. Three weeks previously her inguinal 
glands had become enlarged and painful, accompanied by marked headaches, 
general malaise, and pain in the lower abdomen which had become inereasingly 
worse. The patient had never been pregnant. She had suffered from leucorrhea 
for years. 

Physical Examination: The physical examination revealed a temperature of 
102.4° F. and a pulse of 100. The tongue was heavily coated. There was a maculo- 
papular rash over the chest, abdomen, and back. The heart and lungs were normal. 
Demonstrable lymph gland enlargement was limited to the inguinal regions. The 
glands, especially on the right, were considerably enlarged varying from 2.5 to 5 
em. in diameter. The external genitalia were negative; the uterus was markedly 
retrodisplaced; and both adnexa were negative. Speculum examination revealed 
considerable purulent discharge in the vagina. The cervix was of normal size and the 
right half was covered by a thick, gray membrane which was adherent and efforts 
at removal left a raw bleeding surface. A careful search was made of vagina and 
mouth and no other lesions or patches were found. The hemoglobin was 90 per 
cent, the red blood count, 4,207,000, and the white blood count 8,350. The Kahn 
test was four-plus. 

Smears, cultures, and a specimen for dark-field examination were immediately 
taken. The dark-field examination revealed no Treponema pallidum nor Borrelia 
vincenti. The bacteriologic report on the smear was ‘‘diphtheria bacilli in small 
numbers’’ and because of this the patient was given 20,000 units of diphtheria 
antitoxin. The report on a culture taken from the cervix was as follows: ‘‘ Cultures 
on Loeffler’s media show a growth of nonmotile, gram-positive, pleomorphic bacilli. 
No polar bodies are seen in preparations stained by Neisser’s method. Colonies on 
nutrient agar media show as rather large glistening colonies with a small white 
raised center. Growth on agar slants presents a smooth salve-like appearance. 
Cultures show no acid or gas production in dextrose, saccharose, and mannite serum- 
water media. The growth from a twenty-four hour culture on Loeffler’s media was 
washed off with 1 e¢.c. of sterile saline and injected intraperitoneally into a guinea 
pig. The animal has remained well to date. Diagnosis: Bacillus hoffmanni.’’ 
The report on a culture taken at the same time and sent to the Department of 
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Bacteriology of the University of Oregon Medical School and checked by Dr. 
Sears is as follows: ‘*‘Specimen received on agar slant. Gram plus bacillus, free 


from granules. Grows readily on plain agar, colonies smooth san 


cream colored, 


No acids formed on glucose, lactose, saccharose, maltose, mannite, salicin, jor 


inulin, Identified as Corynebacterium hoffmanni.’’ 


Because of a positive diagnosis of syphilis the patient was immedi- 
ately given intensive antisyphilitic treatment. Fies. 1, 2. 3, 4. and 5 


Hype remia 


Membrande 


82-29 Cc 8-5-29 d 


were drawn from observation and demonstrate the appearance of the 
cervical lesions six, eight, sixteen, nineteen, and twenty-three days 
after the diphtheria antitoxin had been given and after the antisyphi- 
litic treatment had been started. The last plate shows the appearance 
of the healed cervix while the patient was still under treatment for 
syphilis though no local treatment was used at any time. The vaginal 
discharge had ceased at the time of the last drawing, and has not 
recurred. 
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This case is of interest because of the unusual bacteriology of the 
cervical lesion, and its coincidence with the secondary stage of syphi- 
lis. A perusal of our findings might at first glance suggest that the 


cervical lesion was a manifestation of secondary syphilis even in the 


absence of demonstrable Treponema pallidum. This is quite possible 
and the infection with Corynebacterium hoffmanni may have been 
purely a secondary phenomena which, however, makes this case unique, 
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A NEW CANNULA FOR PERFORMING THE RUBIN AND 
LIPIODOL EXAMINATION 


By Ginpert Mompaci, M.D., Cincinnati, O10 
(Attending Obstetrician, Jewish Hospital) 


HE ordinary Keyes-Ultzman cannula with a Valentine irrigating 

tip slid alone the shaft has been used ever since Rubin described 
the test which is called by his name. I have found that this arrange- 
ment has some disadvantages. These disadvantages are: first, that the 
rubber Valentine irrigating tip has a tendency to split and loosen on 
the shaft of the cannula, And second, the rubber in contact with the 
cannula exerts a corrosive action because of its sulphur content. In 
fact, in one instance this corrosive action was so marked that a minute 
hole was found in the cannula causing a leak on the introduction of 
the gas. 

| have devised a cannula which is about 24 em. long and has a curve 
corresponding to about the normal curve of the uterine cavity. As an 
obturator I have soldered a metal olive-shaped piece (Fig. 1, 4) which 
is hollow on the inside (to reduce the weight) and has the appearance 
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of the rubber Valentine tip. This piece is drilled with four holes 
(B) along its distal border. 

On the distal end of this cannula are two ring grips (C) for eon- 
venience in holding the cannula. At the extreme end of the cannula 
is a knob-like projection (D), which is reamed out to fit a Luer syringe 


(EF). This knob can be used to connect a rubber tube to the cannula for 
use in the Rubin test and the Luer end is used in connection with a Luer 
syringe in doing a lipiodol examination. 

I have purposely avoided putting a stopcock on the shaft of the 
eannula as gas leaks will occur frequently when a stopcock is incorpo- 
rated in a Rubin cannula. If it is desired to retain the oil within the 
uterus during a lipiodol examination, a small rubber cap 
slipped on the distal end of the cannula. 


can be 


The holes which were drilled in the rim of the acorn are intended 
for use where it is desired to open the tubes by means of an abdominal 
or vaginal salpingostomy, at the same time forcing gas through the tubes. 
These holes are used to suture the cannula into the cervix temporarily, 
thus avoiding the use of complicated tennacula, ratchets, ete. Of 
course under these conditions an assistant may have to exert a small 
amount of counter-pressure on the cannula during the process of 
inflation. 

[ know that this cannula’ is very much like the one which has been 
in use for a number of years, and yet I think it is just a little different 
and perhaps a little better than the one which we have been accus- 
tomed to use. 


526 PROVIDENT BANK BUILDING. 


‘Max Wocher & Sons Company, 29 West Sixth Street, Cincinnati, O., are makers of 
the instrument. 


©) 
Fig. 1. 


A MODIFIED SPECULUM FOR THE EXAMINATION OF THE 
ATROPHIC AND CONSTRICTED VAGINA AFTER 
RADIATION 


By Rreva Rosu, M.D., New York, N. Y. 
(From the Radiation Therapy Department, Bellevue Hospital) 


N MANY gynecologic cases referred for radiation treatment, it has 
often been quite difficult to examine the vagina with the ordinary 
type of speculum. Especially is this so in cases of old women with 
atrophie vaginas and in those cases where radium had already been 
used and the vaginal canal had become markedly narrowed by the 
postradium sear tissue. <A similar condition is found in cases where 


Fig. 1. 


the vagina is partially occluded with large, uleerated newgrowths. 

Accordingly, in order to open up the vagina in eases of this kind, 
we have had designed a specially modified type of Graves’ speculum 
which has been made up for our service at Bellevue Hospital. We 
have found it exceptionally useful and entirely adequate in cases such 
as described above. 

This speculum is a bivalve with the blades *4 inches in width, the 
upper being 5 inches and the lower 534 inches long. The blades are 
semicylindrical, with the edges bowed and rounded and the tips flat- 
tened. The outer opening at the handle is 114 inches wide and 2 inches 
high. The whole speculum is highly polished to reflect the light, 
thereby illuminating the entire vaginal cavity. 
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A FOLDING PESSARY 
By M. Finpuey, M.D., New York, N. Y. 


(From the Sloane Hospital for IVomen) 


EFORE adding another pessary to the legion already available, it 

must be shown that some instrument for supporting the uterus 
and vaginal walls is necessary and that the new pessary is a definite 
improvement over the old. 

Three large groups of cases requiring pessary support and not suit- 
able for any other form of treatment may be briefly mentioned as 
follows: 

1. Retrodisplacement of the puerperal uterus. 

2. Inoperable prolapse of the uterus and vaginal walls. 

5. Cases for therapeutic diagnosis. 

The need for efficient pessary support in the above groups of cases 
is so obvious as to render further discussion unnecessary. Apprecia- 
tion of this fact has resulted in the invention of a great variety of 
pessaries. The multiplicity and complications of designs in themselves 
indicate the need for a simpler and more efficient instrument. 

In analyzing the reasons for dissatisfaction with pessary treatment, 
it is noted that one factor stands out preéminently over all others; 
namely, that there is no definite proportional relationship between the 
introitus and the size of the pessary needed to support the uterus and 
the vaginal walls. To give satisfactory support a pessary should be of 
the proper size, rigidity, and individuality of shape, regardless of the 
size of the introitus. Of late years the efficiency of the pelvie floor 
repairs and the frequent use of episiotomies have forced us to compro- 
mise by putting as large a pessary as possible through a tight intro- 
itus. After subjecting a patient to this difficult, painful, and possibly 
injurious procedure, it is often found that the pessary is too small to 
be of any use as a support for the uterus and vaginal walls. The same 
thing applies to nulliparae and to women who have had extensive 
secondary plastic operations resulting in a tight, fibrous, inelastic pel- 
vie floor. 

The folding pessary described and figured here was designed for the 
purpose of overcoming this difficulty of inserting and removing the 
proper sized pessary without sacrificing the necessary rigidity, size, or 
individuality of shape. This was easily accomplished as follows: 

A section about two centimeters long was removed from each end of the Albert 
Smith pessary. These sections were replaced by solid soft rubber which was vul 


canized to the hard rubber. The result was a pessary which retained the Albert 


*Presented at a meeting of the Obstetric Section of the New York Academy of 
Medicine, November 26, 1929. 
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Smith shape and longitudinal rigidity but could be folded laterally so that a No. 
4 pessary could be inserted through an introitus which would admit only one finger. 
After inserting, the pessary can be easily unfolded and the upper bar placed behind 
the cervix. Painful and awkward manipulation of the pessary may often be 
avoided by folding it so that the lateral arms come together through the larger 
anterior arc. This reverses the forward tilt of the upper end so that the con- 
eavity of the folded pessary is directed posteriorly instead of anteriorly. When 
introduced in this manner and unfolded the upper bar automatically takes its 
proper position posterior to the cervix. In the reverse procedure the pessary can 
be pulled downward into the introitus and easily folded as it is removed. At first 
the soft rubber was reinforced by having a flat steel spring incorporated within 


it, but this was found unnecessary as intravaginal pressure tends to hold the pes- 


Soft Rubber Insert 


Soft Rubber Insert 


Soft Rubber Insert 


Fig. 1.—(a) Folding pessary, Standard Albert Smith shape, unfolded. For use in 


retroversion cases. The lateral arms are composed of hard rubber. (Bb) Same as (@) 
folded for insertion. (c) Same as (b) made still smaller by crossing lateral arms. 
(f) Lateral view of (b) showing forward tilt of upper end. (d) Ring formed 


automatically by boiling type shown in (a). This is used as a support for prolapse 
of the uterus or vaginal walls. (e) Same as (d) folded for insertion. (Manufac- 
tured by Dave Surgical Appliance Corporation, 125 East Second Avenue, Roselle, 
New Jersey.) 
sary open rether than to fold it. This pessary when put into boiling water will 
automatically assume a ring-shape, and ean be molded into other shapes if desired. 
The Smith pessary with the folding modification above described effectually 
solves the problem of pessary treatment in cases of retroversion, in so far as the 
disproportion between size of pessary and size of introitus is concerned. 
The prolapse eases present a more difficult problem but the folding principle has 
been of considerable value in solving this also. If the proper sized thin ring of 


hard rubber is introduced and placed so that any prolapsing part, such as the 
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uterus or vaginal walls, will bulge through the lumen of the ring, efficient support 
will usually be maintained. The ring cannot come out through the introitus with- 
out rotating to the anteroposterior plane. It cannot so rotate if the cervix oy 
vaginal walls bulge through the lumen. This type has not been used extensively 
chiefly because of the difficulty or impossibility of insertion and removal of the 
satisfactory size. To overcome this difficulty a folding ring ean be easily produced 
by boiling the Smith folding pessary. The soft rubber sectors will then be at 
opposite poles of the ring. The ring can then be folded together and any size 
needed inserted through a one-finger introitus. When unfolded within the vagina 
it may be rotated so that the soft rubber inserts are in the lateral diameter of 
the vagina rather than in the longitudinal. It is desirable, when possible, to place 
the upper bar of the ring posterior to the cervix. This will usually occur auto- 
matically if the folded ring is introduced with the concavity directed posteriorly, 
The folding ring when used in this manner has produced some strikingly good 
results in the limited number of eases so far observed. A detailed report of a 
larger series of cases will be made at a later date. 

The two types of folding pessaries above described have been shown to be 
superior to all other types in the matter of practical applicability. They may 
be used successfully in nearly all eases of retroversion and prolapse where pessary 
treatment is indicated. They allow of efficient douching and do not prohibit in- 
tereourse. It is hoped that the use of the clumsy, unsanitary pessaries, which act 
chiefly as vaginal plugs, will be largely eliminated by the use of these folding 


types. 
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Society Transactions 


NEW YORK OBSTETRICAL SOCIETY 
STATED MEETING, DECEMBER 10, 1929 


Dr. K. B. STEELE (by invitation) read a paper entitled Extraperitoneal 
Cesarean Section, including an analytical study of 59 cases done by 
the Latzko method. (For original paper see page 747.) 


Dr. H. T. Burns (by invitation) also presented a paper on The Latzko 
Extraperitoneal Cesarean Section, illustrated with motion pictures. 
(For original paper see page 759.) 

DISCUSSION 

DR. A. B. DAVIS.—In the Latzko operation we have a very valuable method 
of caring for the actually or presumably infected patients in whom pelvie de- 
livery of a living child is impossible and in which classical cesarean section would 
be followed by a very high maternal mortality. 

While I have not personally utilized this operation, it has been my privilege 
to follow the postoperative course of nearly all of the cases which Dr. Steele 
reports, and I ean confirm the good results which he claims. Also, I have known 
in a more general way as the work has progressed, the cases which Dr. Burns 
reports. 

My experience with cesarean section began in 1890. Since then the technic 
has been wonderfully modified and perfected, and with the improved results for 
the mother and child, the indications for this method of delivery have been 
materially broadened. I have had a full share of maternal mortality following 
classical cesarean section. The mortality has been largely due to cases that were 
at least probably infected before operation. At one time I had a group of 75 
consecutive cesarean section operations without maternal mortality. Soon there- 
after I encountered three maternal deaths within a month following this opera- 
tion. Doubtless I was prejudiced against operating through the prevesical space 
from the fact that I saw two cases in consultation within twenty-four hours and 
sent them to the hospital. These cases were nearly identical. Both were primip- 
ara at term, contracted pelves, disproportion, spontaneous onset of labor, high 
forceps, stillbirths, extensive traumatism and evidently dangerously infected, 
proved later to be streptococcus. Each had a wound through the left side of 
the vaginal wall, over the point of the left ischial spine. From this opening a 
canal led up into the prevesical space through which a uterine douche tube could 
be passed readily. The canal and space in each case were sloughing. One was 
treated by irrigations and great quantities of necrotic material were washed out. 
Nothing came away by irrigation in the other patient in whom an extraperitoneal 
opening was made above the symphysis into the space of Retzius which was lined 
with a slough, the infecting character of which was so intense that there was 
almost no reaction, the cavity was nearly dry. Both patients died within a few 
days. The possibilities of the results of a virulent infection in this region, as 
demonstrated by these two cases, impressed me so decidedly that I was deterred 
from employing this route for delivering the potentially infected cases. Yet we 
were in great need of some better method than the one we were following. We 
had the choice of continuing to employ the classical section with good assurance 
that it would be followed by a high maternal mortality; of craniotomy upon liv- 
ing fetuses, or finding some better way. I revived and experimented with the 
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so-called gastro-elytrotomy which Dr. T. G. Thomas introduced in 1870. 


Twelve 
operations by this technie were reported by several surgeons in and about Ney 


York and other parts of the country and thereafter it was discontinued. T re. 
ported twenty-eight of these operations with four maternal deaths from infeetioy 
and a low fetal mortality. Subsequently I performed the operation seven times 
with two maternal deaths. One was from embolus shortly after secondary sutur- 
ing a broken-down wound, and one from sepsis. Several were done by others of 
the attending staff with good results. I think we were all impressed by three 
outstanding points, namely, the dangers in the field of operation, the diffieult 
technic and yet the good results considering the condition of the patients oper- 
ated upon. Two or three operations closely resembling the Latzko technie had 
been reported by former attending surgeons of the Lying-In Hospital. Sut the 
employment of this technic for some reason was not continued. Dr. C. F. Jelling 
haus was impressed by the results of the gastro-elytrotomy, but also by its dan 
gerous and difticult technie. We are indebted to him for introducing and teach 
ing us the Latzko method which is now in general use in the Lying-In Hospital 
in suitable cases. 


DR. A. C. BECK.—We have never done this operation at the Long Island 
College Hospital. 

In our ¢linie the flap operation would have been selected in many of the cases 
reported, and I believe the results would have been equally as good. When con- 
siderable manipulation has been done through the vagina prior to operation, I do 
not think that any operation will be followed by perfect results, in all eases. 
Formerly this group of cases was handled either by craniotomy or hysterectomy. 
All of us hope that the Latzko procedure may be as safe as these less conserva- 
tive operations. Something like twenty of the cases reported had had forceps ap 
plied, a bag introduced or a version attempted, certainly sufficient manipulation 
from below to render the usual type of cesarean section unsafe. If these patients 
were sent into the hospital after having had considerable labor at home without 
good aseptic care, the results were extremely good. In fact, they were better 
than those reported for craniotomy at the last Obstetrical Congress in Dublin. 
At the meeting, Young, of Edinburgh, reported 250 ecraniotomies done in eases 
of disproportion in 9 hospitals. Thirty of the 250 mothers died, a mortality per 
centage of 12. If the manipulated cases reported were similar in nature to those 
reported by Young, the results given by Dr. Steele and Dr. Burns might indicate 
that the Latzko operation is safer than craniotomy. We know, of course, that 
hysterectomy is relatively safe. Tlowever, we do not like to leave our patients with 
out a uterus. 


DR. WILBUR WARD.—I have had some experience with this operation. My 
feeling in just a few words is that there are not many cases where this particu 
lar procedure is indicated. The exceptions are: first, in hospital practice, the 
neglected case from the outside; second, in cases of our own where occasionally 
we have guessed wrong and to our consternation after a lapse of time find that 
the baby is not going to come through by way of the vagina, and we do not 
dare to do it transperitoneally. In such cases it is a life-saving procedure. 

I, personally, do not believe the operation is an easy one, although it looks 
very simple. 


DR. E. M. HAWKS.—I have done this operation a few times and like it. It 
is ideal occasionally and might well be mastered by anyone interested in the sur- 
gical phase of obstetrics. 

In my eight or nine cases, there was no maternal mortality though most of 


them were badly contaminated. The peritoneal cavity was opened twice and the 
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bladder onee. The latter healed promptly. The freedom from peritonitis more 
than overbalances the difticulties. The recoveries have been remarkably comfort- 
able. The absence of distention has been particularly striking. 

[ would emphasize the importance of the Trendelenburg position. It allows 
the operative field to fall up and out of the pelvis. I would also warn not to 
have the bladder too full. One is more likely to rupture it if it is tense. In a 
primipara with firm abdominal walls and large baby, 100 to 150 ¢.c. may be 


enough fluid to put in the bladder. 


DR. H. D. FURNISS.—I have not done this operation, but feel that the technic 
could be simplified. I have had a good deal of experience with cystostomies for 
vesical lesions and foreign bodies, and believe it would be very much simpler to 
separate the bladder in the median line; it is less troublesome, the bladder is 
easily peeled off, and it can be separated not only from the cervix, but also from 
the anterior wall of the vagina as far down as the urethra with little trouble. I] 
believe, if I were going to attempt the operation or do a case suited to it, the 
technic | would follow would consist of a median line incision, go through the 
prevesical fascia of the distended bladder, peel the peritoneum off in the median 
line, and as I got down to the cervix or close to the vagina, collapse the bladder 
and shove it down completely. In that way you run much less danger of injuring 
the ureters, you almost certainly prevent injury to the bladder, and I believe the 
operation could be done in much less time, with less hemorrhage and less diffi- 
culty. The only advantage I see here in separating from the side is that you 
leave one side of the bladder undisturbed and it causes the bladder to return to 
normal position perhaps a little easier than if you shove it down, but even in 
exses where I do extensive separation of the bladder I see no subsequent trouble 
from the left side of the bladder afterward. 

Another point in technic is that in cystostomies in cases where there is in- 
fected urine, I have used a modification of the three-string closure used at the 
Woman’s Hospital with nonabsorbable suture material. Nearly all wounds so 
sutured heal without infection, even though there may be infection in the pre- 


vesical space, or there be infected urine which drains for quite a while. 


DR. STEELE (closing).—Dr. Beck has raised the point as to the source of 
these cases. There were about one-third that were emergency, and we, of 
course, did not know the exact nature of the treatment received before admis- 
sion. A number were eases on the regular service, and some were private cases. 
This operation was resorted to after a thorough test of labor, or where repeated 
examinations had oceurred and it became evident that delivery by the vaginal 
route was not feasible. 

There is not a great deal of conflict between this operation and the low double 
flap. The incidence of this operation is 1 in every 386 cases. During the period 
where we had 59 of these cases, there were 350 low double flap operations done. 

[ think Dr. Ward enumerated the indications very accurately as we see them 
and the type of cases in which we are likely to apply this procedure. I recall a 
private case in which the patient had a normal pelvis, a good-sized baby, and 
was two weeks past due. There was evidence of fetal distress after twelve 
hours’ labor, which was corrected by shift of position. In four hours, this de- 
veloped again, and as the cervix was four fingers dilated and the membranes not 
ruptured, I decided to deliver the patient by version. After dilating the vagina 
and cervix, I found that the cord was prolapsed beside the head, the uterus was 
markedly tonie, and relaxation could not be obtained even though anesthesia was 
carried to the limit. With the prolapsed cord and the marked contraction ring, 
[ did not think delivery could be effected with forceps, and version was out of 
the question. A Latzko operation was done with injury to the bladder. This was 
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repaired immediately, a catheter inserted, and the patient made an uneventfy] 
recovery. In such a case, invasion of the peritoneal cavity would be attended by 
great danger. 

The variation in technic mentioned by Dr. Furniss is interesting, but I am 
inclined to think that a separation of the peritoneum from the superior surface 
of the bladder would result in opening the peritoneal cavity. 


DR. H. T. BURNS (closing).—I quite agree with Dr. Beck that perhaps most 
of these cases would have done nicely with the Beck low flap operation. We 
have seen perfectly normal deliveries with no vaginal examinations and no lacer- 
ations develop a typical postpartum sepsis and peritonitis. There is no way to 
tell which patients are infected and which are not. The only thing we ean do js 
to assume that all patients who are in labor, with ruptured membranes, and who 
have had vaginal examinations are potentially infected and treat them aceord- 
ingly. We had 82 cases which were done at the Nursery and Child’s Hospital in 
addition to the 5 reported from other hospitals, giving a total of 37. In this 
small series there were no maternal deaths and only one troublesome postpartum 
convalescenee, and that woman had a salpingitis, proved by laparotomy for sus- 
pected appendicitis. Out of the 37 cases, there were 4 fetal deaths, 3 of them 
followed attempts at forceps delivery, and the other was due to asphyxia. 

Dr. Furniss’ suggestion is very interesting, and I think Dr. Steele’s point 
about there being more likelihood of opening the peritoneum is well taken and 
certainly the dissection would be more extensive. 

I had the good fortune to be the resident obstetrician in the Nursery and 
Child’s Hospital when this operation was first used there and had the privilege 
of assisting about six men who did the operation for the first or second time be- 
fore attempting it myself. One of the greatest difficulties experienced with the 
first cases was in opening the prevesical fascia in the midline and _ securing 
proper line of cleavage between that and the bladder. 

There is no description of the technic of the Latzko operation in the English 
literature, nor was I able to find a detailed description of it in the German 
literature. 


THE OBSTETRICAL SOCIETY OF PHILADELPHIA 
STATED MEETING, NOVEMBER 7, 1929 


Dr. BERNARD MANN described a specimen of Bilateral Hydronephrosis 
and Stricture of Both Ureters from a Stillborn Fetus. 


The kidneys, ureters and bladder were removed at autopsy from a stillborn baby 
delivered by cesarean section, September 8, 1929. The kidneys are normal in size 
and shape. A longitudinal section of the right kidney permitted the escape of 10 
c.c. of a bloody fluid from the pelvis which is very noticeably dilated and thick- 
ened. The calyces are somewhat enlarged. The pelvis roughly assumes a pyriform 
shape and tapers abruptly to a very fine lumen at the pyloureteral junction where 
only with great difficulty can sharp scissors be introduced into the lumen. Below 
this point there is a slight dilatation irregular in distribution of the ureter down 
to the vesicular portion. The left kidney has a normal cortex and fairly well- 
preserved medulla. Pelvis and calyces show a hydronephrosis to a lesser degree 
which can be traced to a marked narrowing of the lumen at the pyloureteral junc- 
tion. The rest of the course of the ureter shows no changes. Bladder is elongated, 
the allantoic ligament is not patent. The wall of the bladder is slightly hyper- 
trophied. 
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The prenatal history is interesting. In the second month of pregnancy the patient 
began to ‘‘spot’’; after a week in bed the bleeding ceased. Basal metabolism rate 
_98, She was given a grain of thyroid gland three times daily. Again in the third 
month she spotted for one day which subsided after rest in bed. In the seventh 
month of pregnancy the pulse rate increased to 150, she was given Lugol’s solution 
which controlled the thyroid activity. Labor began September 7, 1929. She was de- 
livered of a stillborn child after ten hours of active labor by an abdominal section 
on account of disproportion of fetal head and maternal pelvis. The death of the 
fetus was thought to be due to intracranial hemorrhage, but the necropsy proved it 
otherwise. 


Dr. LeopoLp GOLDSTEIN read a paper on Amenorrhea During Serial 
Roentgen Exposures Due to Intervening Pregnancy. (See page 696, 
issue of November, 1929, for original paper.) 


DISCUSSION 


DR. STEPHEN E. TRACY stated that he had had several patients on whom 
x-ray examinations for diagnostic purposes had been made during pregnancy with 
no ill effects to the babies. Last year a patient about five months’ pregnant was 
sent to the hospital with a diagnosis of renal colic. Pyelograms were made which 
showed a marked angulation of the ureter. On account of the severe pain she was 
subjected to operation. She was delivered at term of a normal child. 


DR. C. C. NORRIS said that in justification of Dr. Murphy, it was his impres- 
sion that Dr. Murphy felt that x-ray examinations merely for diagnostic purposes 
were, as far as his investigations indicated, harmless to a fetus. 


DR. LEOPOLD GOLDSTEIN concluded the discussion by citing one case among 
a great number where x-ray examination had been made for diagnosis. A series of 
roentgenograms of the kidneys and ureters was made in the second month of preg- 
nancy. The subsequent child was physically underdeveloped and mentally deficient. 


Dr. Joun Cooke Hirst read a paper on Modern Aspects of Backward 
Displacements of the Uterus. (For original article, see p. 779.) 


DISCUSSION 


DR. FLOYD KEENE said that the question of prime importance in the discus- 
sion of retrodisplacement of the uterus is not so much the methods available for its 
correction as indications for remedial measures, particularly operation. 

In about 20 per cent of women, the uterus is in retroflexion, and when uncom- 
plicated by tumors, adhesions, adnexal disease, or injuries of parturition, often 
gives no symptoms whatever, and should be left alone. 

We are all agreed that in the absence of symptoms referable to the pelvis, such 
so-called reflex phenomena as headaches, nervousness, gastrointestinal disturbances, 
including constipation, ete., cannot be ascribed to a displacement of the uterus. 

Deranged bladder function may be the result of an acute retroflexion, but this 
conclusion is not warranted until the urinary tract has been proved intact by a 
eystoscopic examination. 

Pelvie congestion incident to a retroflexion may give rise to increased menstrual 
flow, but as a rule other factors are active, and appropriate remedies must supple- 
ment a suspension or be used independently of it to relieve the menorrhagia. 

Dysmenorrhea of the central spasmodic type may respond to a suspension but 
failures are common, and we should not be too optimistic in our prognosis. The 
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lateral, premenstrual dysmenorrhea, due to an associated prolapsus of the ovaries 
or varicosities in the broad ligaments, as well as the sensation of dragging, fullness, 
or weight in the pelvis, are often relieved by operation. 

Because of its manifold causes, backache is a symptom which often baffles our 
efforts. When not of toxie or arthritic origin, the sacral or lumbosacral discom- 
fort can be ascribed to a retrodisplacement and is more common with coexistent 
parturient injuries. Here, operation is followed by a large percentage of cures. 

Retrodisplacement of a normal uterus is seldom the cause of sterility, and a sus- 
pension is not warranted until simpler methods have been exhausted. 

A properly applied pessary often gives relief, and may be curative. When op- 
eration seems advisable, the therapeutic effect of the pessary is an important guide 
as to what can be expected from operation. 

As to the type of operative procedure, if a canvass were made of the members 
of this Society, at least ten different methods would be advocated. This 
that there are many ways of accomplishing our object. 


means 


For a number of years the Coffey operation has been used in the University 
Hospital Clinie with results comparable to those reported by Dr. Hirst. This 
method must be supplemented by a shortening of the uterosacral ligamcnts when 
there is a coexisting decensus. 

The results of Dr. Hirst’s three-incision operation have been excellent, but it 
seems that an extraperitoneal shortening of the round ligaments could be accom- 
plished more simply by an operation of the Simpson type. 


DR. BARTON C. HIRST replied that a practical matter which had not been 
sufficiently emphasized in the discussion, is that the operation for retrodisplace- 
ment is one of election. He said that he always preceded the operation by a pes- 
sury treatment, but that the time usually comes when one has to propose an alterna- 
tive. He said he had a few women still coming to his office after thirty-five years, 
but that most modern women were not willing to put up with this unending pallia- 
tive treatment. It was his experience that after about eighteen months of the 
pessary, if the uterus, after several trials would not stay in place, the aver- 
age woman is tired of it and requests operation. He added that he always waits 
for this request, though he does suggest from time to time the possibilities of 
permanent cure by operation. 

Dr. Hirst said it was his experience that retroflexion often is a cause of sterility, 
but if it is corrected by a pessary the relief is only temporary, because just as 
soon as the woman has a baby, the displacement will recur. Operation is therefore 
preferable, if the patient is to be cured permanently, 

Finally, Dr. Hirst said that he could not agree with the statement, which seemed 
to be pretty general. that this condition is so often without symptoms. The woman 
really does suffer, he said, in the majority of cases, and there are very few women 
who are entirely free from symptoms which ought to be relieved. A curious cos- 
metie effect may be observed after this operation: The haggard expressien with 
lines of care so often seen in this pelvic disorder is often immediately changed to 
a normal appearance by the correction of the displacement, an evidence that the 
woman suffers, perhaps unconsciously, from the abnormal relation of the pelvic 
organs. 


DR. CHARLES MAZER said that in his experience, retrodisplacement of the 
uterus is seldom a cause of either sterility or backache. In a survey of 500 cases 
of sterility, which he recently published, less than 1 per cent could be definitely 
attributed to malposition of the uterus. He employed the Huhner test in determin- 
ing the responsibility of the anterior position of the cervix, as found in retrodis- 
placement, for the existing sterility. If spermatozoa are found in the cervical 
secretion, the anterior position of the cervix is not the responsible factor. 


| 
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Retroversion of the uterus is often associated with an infected cervix and sacro- 
iliac relaxation or arthritis. These associated conditions are usually the cause of 
the backache rather than the malposition of the uterus. 


DR. WILLIAM R. NICHOLSON said that one point which he would like to 
emphasize was that the pessary is really not only a diagnostic instrument to deter- 
mine whether the uterus will be corrected, but if it is persisted in, it will, in a 
certain number of cases, effect a cure after several years. Personally, he did not 
think it was necessary for a woman'to come back for observation as often as every 
six weeks after the proper fit is obtained. If the pessary is well fitted, there is no 
injury to the vagina, and he is convinced that if it is persisted in, and provided 
the back pain is due to simple retrodisplacement of the uterus, it will cure quite a 
percentage of such cases after some years, except in women whose anterior vaginal 
walls are congenitally short. In such patients it is sometimes impossible to get good 
correction with any type of pessary. 

As far as operative methods are concerned, Dr. Nicholson said that his personal 
preference has been the Baldy-Webster procedure, although he does not think that 
the type of operation makes so much difference. 


DR. EDMUND B. PIPER said that in puerperal cases of retroversion, there are 
a great many that will right themselves if left alone. He has never recommended 
operation in such cases. 

There was a time, he said, when he recommended patients who were sterile to 
have an operation, if they came in within a year after marriage, and in his ex- 
perience there were many who could never have children. 

Another factor to be considered, he said, is fixed retroversion in pregnancy, 
eases where one could not get the uterus back. In one ease where he found fixed 
retroversion, and planned an operation, he decided to examine the woman again 
before giving her ether, only to find that the uterus was in perfect position ante- 
riorly. She never vomited again and went on to full term. 


DR. STEPHEN E. TRACY stated that several years ago he examined several 
hundred patients in the postpartum clinic. It was found that 39 per cent of the 
patients had a retroversion of the uterus. It was then decided to eliminate the 
abdominal binder at the end of twenty-four hours, to have the patient lie on the 
abdomen as much as possible and the remainder of the time to lie on the side and 
not on the back. On the tenth day the patient, with an empty bladder, was placed 
in the genupectoral position for ten minutes morning and night. Before leaving 
the hospital the patients were instructed to take the genupectoral position for ten 
minutes morning and night until they reported at the clinic one month later. Ex- 
amination of these patients showed that the incidence of retroversion of the uterus 
had been reduced by 40 per cent. 

A certain number of the patients with retrodisplacement of the uterus were cured 
by simply placing the uterus in the normal position and the continuation of the 
genupectoral position. Others were cured by the pessary. Pessary treatment in 
eases of retroflexion of the uterus was a failure. 

If a patient who complains of backache in the presence of a retrodisplacement 
of the uterus has the organ returned to its normal position and retained by the 
pessary and the backache disappears, the etiologic factor is evident. The patient 
is then in a position to decide whether she wishes to wear a pessary or submit to 
operation. 

3ackache due to retrodisplacement of the uterus is rather rare. If a retrodis- 
placement of the uterus is the suspected cause of sterility there is no occasion to 
correct the malposition by surgical interference, simply replace the uterus, introduce 
a pessary and give the patient a chance to conceive. Several cases of congenital 


Jur 
m- 
nt 
es, 
1S- 
de 
rs 
ns 
y 
is 
it 
}- 


854 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


retrodisplacements of the uterus have been cured by proper care during the puer. 
perium. 


DR. J. S. RAUDENBUSH said he rarely resorted to operations in such eases, 
that he follows them up once a month or every three weeks, keeping the fundus 
from forming adhesions by digital loosening per vaginam while patient is in the 
knee-chest position, the latter to be practiced at home also. In this way 
cases go from one pregnancy to another without much discomfort. 


With regard to the pessary during the first two months after delivery he has 


these 


never used it, but found that the posture methods have done all that was neces- 
sary. He said he became prejudiced by finding impacted pessaries with cancer. 
For this reason he had presented a short vaginal-stem globe pessary a year or two 
ago to this Society, it being ideal because the patient can remove and reintroduce 
it herself, but unfortunately she gets tired of doing so. 


DR. HIRST (closing) said that it is true that the Alexander operation is a radical 
procedure, but he reserved the operation for only very definite indications, always 
preceding with cervical cauterization, therapeutic sacroiliac test, ete., where indi- 
eated. In the operative charts, associated pathologie conditions were purposely not 
given, and the chief symptom was listed as determined in many cases by uncompli- 


cated displacement, therapeutic pessary test, cervical treatment and special corset. 


Dr. Lewis C. ScHEFFEY presented a paper on Postoperative Collapse of 
the Lung (Atelectasis) in Gynecologic Cases. (For original article 


see page 795.) 
DISCUSSION 


DR. LOUIS H. CLERF remarked that, with the advent of bronchoscopy in the 
treatment of this condition, the cause of the atelectasis was discovered. Prior to 
that all data was largely founded on autopsied cases. At bronchoscopy in prac- 
tically every case viscid secretion was found. This material could not be readily 
coughed up unless air was in the peripheral portions of the lungs. If air is lack- 
ing, it is rather difficult to secure results unless other methods are utilized. 

Bronchoscopy is important because by this method the secretion is removed and 
air can get into the peripheral portion of the lung. Santee’s method of changing 
the patients from one side to another and inducing them to cough relieves many 
patients. 

Dr. Clerf said he did not know what the mortality rate is; if bilateral, it should 
be very high. In unilateral cases there is usually recovery from the immediate 
symptoms. He had seen a number of such patients; they were greatly distressed, 
with rapid pulse, fever, rapid respiration, ete., and unless one is familiar with 
bronchoscopy one may feel it is equally serious if employed in these patients. He 
said they have used it in all of their cases, when there was no relief by other 
methods. 


DR. FAITH 8. FETTERMAN reported a case of postoperative collapse of the 
lung which occurred on Dr. Macfarlane’s service at the Woman’s College Hospital 
in March of this year. 

The patient was a colored woman of twenty-nine, married, complaining of pelvic 
and sacral pain. Her history was typical of a pelvic inflammation of long dura- 
tion. She stated on admission that she had recently had a cold, and on that ac- 
count a more careful medical examination even than usual was made before opera 
tion. Her respiratory tract was reported normal. Her heart was 


le 


negative, her 
Wassermann 4-plus, and her sedimentation time two hours, thirty-three minutes. 
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A right salpingo-oophorectomy, resection of left ovary, and appendectomy were 
done under ether anesthesia, the operation lasting forty-seven minutes. There were 
the usual findings of subacute pelvic inflammation, and the usual technic was used. 
The recovery from the anesthetic was uneventful. 

Thirty hours after the operation, there occurred a sudden rise in temperature 
to 103.4°, pulse 160, and respirations 54. She was cyanotic, dyspneic, and had a 
slight cough, complaining of substernal ‘‘tightness.’’ Dr. Boston saw her in con- 
sultation and found the heart displaced to the right, the right chest limited in expan- 
sion, anteriorly hyper-resonant with absent breath sounds, and posteriorly flat with 
pronchial breathing and large moist rhonchi. His diagnosis was collapse of the 
right lung, and he suggested as treatment: oxygen for five minutes every half hour, 
1% gr. of strychnine, and 4 gr. of codeine every two hours, and turning the patient 
frequently from side to side. 

X-rays of the chest on the second postoperative day showed flattening of the 
right chest, elevation of the right diaphragm, marked displacement of the heart 
and mediastinum to the right, and opacity of the right lower lung. The following 
day, a second x-ray showed even further collapse of the right lung. 

The patient’s cough was frequent, and on the third postoperative day she began 
to expectorate quantities of the albuminous sputum characteristic of atelectasis. 
It foamed when shaken and coagulated on heating. On the third day her tem- 
perature range was from 103° to 101.4° F., her pulse 130, and her respirations 40. 
On the fourth day another x-ray showed almost complete aeration of the right 
chest. Her temperature dropped to 99.4°, her pulse to 100, her respirations 28. 
From then on she made an uneventful recovery, being discharged on her eighteenth 
postoperative day in excellent condition. 

This case illustrates an atelectasis, the patient making a rapid and complete 
recovery without the aid of bronchoscopic treatment. 


DR. WILLIAM R. NICHOLSON said that this condition had been rare in his 
experience. He did, however, have one unfortunate experience of it within the last 
year, as a result of which he now made it a routine to give carbon dioxode and 
oxygen always after an anesthetic. 


DR. SCHEFFEY concluded the discussion by saying that this condition, as can 
be observed from the literature, has often occurred under local anesthesia, so that 
he felt we must fall back on the cause as bronchial obstruction due to excessive 


secretion. 


PHILADELPHIA OBSTETRICAL SOCIETY 
MEETING OF DECEMBER 5, 1929 


Dr. DonaLtp Macompser, of Boston, Mass., read (by invitation) a paper 
entitled Ovarian Deficiency as a Cause of Sterility. (For original 
article see page 739.) 

DISCUSSION 

DR. ROBERT TILDEN FRANK, of New York, warned his hearers that they 
would hear the opinion of a pessimist. He said that a woman could have per- 
fectly normal ovaries and still be sterile. In the human race there was no such 
overproduction of ova as is found, for instance, in the female frog. On the other 
hand, he said, fertility was found to be retained in a surprising degree even in the 
last stages of disease. He said that it was extremely difficult to evaluate the 
external secretory functions of the ovary. 
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He could not agree, he said, about the importance of polycystic ovaries, as jn 
many instances they were a transitory condition. 

Also, he was not an advocate of x-ray for stimulation of the ovaries except in 
such cases in which, by means of the female sex hormone blood test or the demon- 
stration of the excretion of the female sex hormone in the urine, some ovarian 
activity was demonstrated. Furthermore, x-ray was preferably applied to such 
cases in which the ovaries were enlarged, as the rays immediately brought about 
the death and absorption of the many partially atretic follicles present in these 
ovaries. 

The female sex hormone, he said, can be formed by any derivative of the 
germinal epithelium which includes the surface germinal epithelium on the ovary, 
downgrowing Pfliiger’s plugs, as well as the follicle apparatus, as Parkes has shown. 

Emotion, Dr. Frank said, was an extremely difficult subject to evaluate under 
any condition and certainly its effect upon the menstrual cycle was incalculable, 
and therefore not a criterion. Amenorrhea also was a very difficult condition to 
size up unless each case was properly controlled by the blood test or the urinary 
excretion of the hormone. He had seen a small number of cases of primary 
amenorrhea in which conception and term labor occurred, although in some cases 
these women had never menstruated. Menstruation was not always a proof of the 
full functioning of the ovaries. In a number of instances of amenorrhea lasting 
over periods of five and ten years, the normal menstrual function was restored 
without treatment and conception took place, nor was the length of time during 
which sterility had existed an absolute criterion, because he had known cases in 
which, after the elapse of five to ten years without any treatment, normal preg- 
nancy had ensued. 

Dr. Frank then described in brief outline, illustrated by lantern slides, the 
technic of the blood test he used, which consisted in the main in injecting the 
ether extract of 40 c.c. of blood taken from an arm vein, into a castrated mouse. 
If a sufficient quantity of female sex hormone (at least 1 mouse unit) was con- 
tained in the residue a positive spread, corresponding to estrus, appeared in the 
test animal. He continued by saying that in the normal fertile woman in a great 
majority of cases a positive reaction was obtained between ten and five days be- 
fore the expected menstruation. In the ‘‘normal’’ sterile woman, that is a 
woman who showed no endocrine stigmas, whose tubes were patent, in whom the 
Hiihner test was positive, in the large majority of instances the test at this critical 
period before menstruation was negative, while an undue amount of female sex 
hormone was excreted through the ovaries. 


DR. BARTON C. HIRST said he had for a long time resorted to dietetic man- 
agement of sterile women, but that his mistake had been in the therapeutic use 
of the sex hormone. It would appear that this investigation was only of diagnostic 
value, and that the use of it as a therapeutic measure had been mistaken. One 
could bring on an artificial estrus but that had no effect on sterility. 

Another thing about which he said he would like to have the opinions of Drs. 
Macomber and Frank was the effect of stimulation of the thyroid gland. In 
Philadelphia, he said, doctors have been hesitant about the use of x-ray as a 
stimulant to ovogenesis; in fact, he was astonished to find how little had been 
done here. 

In this connection, he said he had not heard anything about stimulation of 
ovogenesis by stimulation of the thyroid. Dr. Stockard told him that by this 
method in animals he had obtained almost an overstimulation. 

Dr. Hirst said that there was one more thing he would like to have cleared up, 
and that was what was meant by the emotional factor in ovogenesis and menstrua- 
tion. His interpretation, he said, would be confined to the action of the sexual 
sense. 


in 
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DR. BROOKE M. ANSPACH referred to the results he had observed in the 
treatment of sterility. From the time he began to use the Rubin test in 1923 up 
to January 1, 1928, he had had 132 cases of sterility in private practice that he 
had been able to follow up. A series of 55 patients (Series A) had been sub- 
mitted to full study, whereas 69 (Series B) did not come a second time. In 8 
instances, exclusive of the 55 cases, an examination of the husband showed him 
to be absolutely sterile and these were excluded. (See Am. J. OBst. & GYNEC., 
January, 1930, p. 1.) 

Dr. Anspach drew attention to the fact that his results were about the same as 
those reported by others. It was a striking fact that in the 55 thoroughly studied 
and treated cases the percentage of full-term children was not much higher (29 
per cent) than in the other series that had received no more than what might be 
termed preconception advice (23 per cent). It was interesting to note that the 
percentage of conceptions was much higher (43.6 per cent) in Series A than in 
Series B (27.5 per cent). Abortion, therefore, was more prevalent in what might 
be termed the foreed conceptions. This is suggestive of some defect that could 
not be entirely overcome by treatment. Everything points in the study of sterility 
to the tremendous influence of the ovary both as an endocrine gland and as a 
producer of healthy ova. 

Dr. Anspach said that he had been particularly interested in Dr. Macomber’s 
work in the surgical treatment of the ovary in barren women because of the pre- 
dominance in cows of the persistent corpus luteum as a cause of sterility. Ac- 
cording to eminent veterinarians, about 60 per cent of the cases are ascribable to 
this cause and in 90 per cent a eure can be obtained by the manual expression 
of the retained corpus luteum through rectal manipulations. X-ray treatment of 
the ovary was used in one of Dr. Anspach’s cases without any result. Some of 
those who have used x-ray treatment with success believe that it acts by destroy- 
ing persistent lutein bodies. After the publication of Dr. Litzenberg’s observa- 
tions on the basal metabolism in cases of sterility, this test had been carried out 
in many patients; very few showed a basal metabolism above or below the normal 
range. But in one case thyroid substance was administered for lowered metabolism 
and in one ease x-ray treatments of the thyroid gland were given for increased 
metabolism. Both were successful. 


DR. CHARLES MAZER claimed that women who have delayed or scanty men- 
strual periods are admittedly cases of ovarian deficiency, but that there is a class 
of sterile women who menstruate normally, have patent fallopian tubes, proper 
insemination of the cervix and yet are sterile. In such cases, he said the, Frank 
and Goldberger method of determining the,Jevel of ovarian function is invaluable. 

In this class of sterile women, there are some who neither show a mouse unit 
of ovarian hormone nor a premenstrual endometrium a few days before the ex- 
pected period, indicating that the follicular apparatus is not intact, in spite of the 
regularity of the menstrual cycle. 

He stated that some castrated mice failed to respond to ovarian stimulation 
and that it is, therefore, necessary to repeat the test when negative or to abstract 
80 c.c. of blood for the simultaneous use of two animals, 

At the time of taking the blood he had curetted a number of these women to 
determine the condition of the endometrium. The presence of a hyperplastic or 
interval endometrium, a few days before the expected period, together with the 
failure to recover a mouse unit of ovarian hormone, is indicative of ovarian de- 
ficiency. 

He further stated that Dr. Daniel Longaker has had the same experience in a 
few cases, and that these women, as well as those who show clinical evidence of 
ovarian failure, respond to x-ray treatment directed to the ovaries in proper dos- 
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age, usually between 10 and 16 per cent of an erythema dose, once a week, three 
consecutive times. 

He pointed out that x-ray stimulation of the pituitary gland is of value only 
in those cases that show evidence of pituitary failure and that he has had success 
in several cases with this treatment directed to the pituitary gland. 

He considers all anterior pituitary extracts on the market inert. He tested 
most of them by injecting immature white mice, and in no instance has he found 
any ovarian response to the anterior pituitary extract. 

DR. MACOMBER (closing) said he quite agreed about the importance of great 
anyone could 
make such a diagnosis unless the patients came both before and after menstrua- 


care in the diagnosis of such cases; in fact, he did not think that 


tion and the findings were of persistent enlargement. He said that the appearance 
of the ovary is pretty conclusive if it is not a functioning ovary. The technie 
includes splitting the ovary and examining the inside, which was perfectly harm- 
less. If persistent corpora lutea was found he excised the whole thing. This was 
a very simple procedure, and in this type of ovary (which is not very common) 
nothing was so effective as an operation. X-rays might be effective in some of 
these cases, but in the worst cases he doubted very much if any amount of x-ray 
would cure. 

He said that the ‘‘normal’’ 


sterility group was really the group he had chiefly 
in mind; 


cases in which it could be demonstrated that the male was normal, the post- 
eoital test was normal, and the tubes were open, vet still they did not conceive. 
In such cases, by all the means that we have at our disposal, ovarian deficiency 
is the only diagnosis that can reasonably be arrived at. He added that he had 
taken up the question more from the clinical point of view, and had considered 
diet, endocrine therapy and x ray. 

Dr. Macomber said he was in agreement with Dr. Frank and Dr. Hirst that 
x-ray could not be used with impunity, but was a method of last resort. 

He said he felt that Dr. Anspach had done a real service in calling attention 
to how careful one should be in attributing success to any particular means of 
treatment adopted. He said one could not afford to adopt a nihilistie attitude 
toward patients, but still must keep a due amount of scepticism in one’s mind. 

With regard to the emotional angle, he said there was no question that the 
emotions can affect ovarian function. The question was: Could they produce 
sterility? This was a question to which there was no answer. It was known be- 
yond question that ovarian function was affected by emotion, and his hypothesis 
was that chronic, long-continued emotion was a cause for reduced fertility. Bas'ng 
it more on population than on individual statistics, he said there was no doubt 
that sterility was on the increase. There is something in modern life that mark 
edly decreases fertility, and he believed that the emotional element played a very 
large part in that. He added that he wished to re-emphasize that this subject 
was one of definitions. 

Dr. Macomber said that he only made this diagnosis where all the conditions 
were satisfied. Generally there were no symptoms, but in such eases he believed 


that one was dealing with some obscure phase of ovarian insufficiency. 


DR. ROBERT FRANK, in reply to questions arising from his discussion, said 
that he was very proud to be called a ‘‘doubting Thomas,’’ but he did not want 
to be called a ‘‘nihilist.’’ But one must have both clinical and laboratory con- 
trol combined in order to deal convincingly with this subject. 

He said he would like to add a few words to Dr. Hirst’s remarks. 

There were two phases to the subject, the one dealing with ovogenesis (in 
other words, with the external secretion of the ovary) the other with its internal 
secretion or production of female sex hormone and special corpus luteum hormone. 
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The use of x-ray in sterility, Dr. Frank said, must be limited according to the 
criteria he had previously mentioned. If these cautions were used, the ovaries 
might indirectly be stimulated and thus be activated to produce more female sex 
hormone. He said that the situation in the human being and in the cow was 
different because in the cow the presence of persistent corpora lutea was a fre- 
quent occurrence and that the squeezing out of the yellow body through the vagina 
or rectum was readily performed in these animals, but that in the human being, 
on the other hand, persistent corpora lutea had never been convincingly demon- 
strated. 

In reply to Dr. Mazer, he said that 40 e.c. of blood at the time of premen- 
struation should contain close to two mouse units, though he was taking into con- 
sideration the lack of response in some mice. He said he usually repeated the 
test a number of times in successive cycles. 

Dr. Frank said he had used x-ray to stimulate the pituitary for a number of 
years, but was absolutely disappointed in the results. 

He also said he had had the same experience as Dr. Mazer with regard to com- 
mercial extracts, having found that they were inert. However, they had lately in- 
ereased a little in efficiency, and when a good extract is found, it might prove of 
some use in girls at the age of puberty, but that an active anterior pituitary ex- 
tract might be even more valuable. 

In reply to Dr. Macomber he said that the male played a more important role 
in sterility than was always recognized. The ‘‘tired business man,’’ for instance, 
was a very real factor in low fertility. 

Dr. Frank said there were two questions which he would like to clarify: (1) 
What should be done before a patient is classed as sterile; and (2) How should 
she be examined? 

He classified the patients roughly into various groups; the normal fertile woman, 
who was thoroughly feminine; the extreme opposite, the masculine type; but the 
type that he most disliked to treat was the infantile. 

He said it was surprising how often the anthropometric measurements confirmed 
the clinical grouping showing that permanent stigmas resulted during the growth 
period. 

Taking the less seriously diseased individuals, they were given a thorough gen- 
eral examination from head to foot. Then followed a thorough examination of the 
pelvic organs. The blood was examined and the basal metabolism always taken, 
as well as weight-height ratio, ete. The husband also was examined. Then in ap- 
propriate cases the female sex hormone test is done. He said it was surprising 
how often patients who had complete amenorrhea, nevertheless had a recognizable 
sex cycle as shown by the blood test, and that occasionally such individuals have 
children. 

If there is obesity, accompanied by low basal metabolism, they were given 
thyroid. He added, however, that he relied much more upon general hygienic 
measures, on roborant treatment in the asthenic; exercise, diet and healthful occu- 
pation in the flabby and obese. He concluded by saying that not only have we 
not as yet a cure-all, but we have not even arrived at the stage at which a diag- 
nosis of the multitude of causes for sterility in this otherwise normal group of 
women could be made. 
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CHICAGO GYNECOLOGICAL SOCIETY 
MEETING OF NOVEMBER 15, 1929 


Dr. Irvine F. Stern presented a specimen of Endometrioma of the 
Abdominal Wall. 


The patient, a woman of twenty-five years, presented herself with a mass six or 
seven inches long in the right rectus muscle of the abdominal wall. She stated 
that she had had an operation seven years previously in which drainage was insti- 
tuted. She gave a typical history of menstruation, when this mass became exceed- 
ingly painful and remained swollen for seven or eight days, then receded until the 
next period. We made a tentative diagnosis of herniation of the adnexa and 
endometrioma. At operation, the uterus was not greatly enlarged but was adher- 
ent to this mass. There were many intraabdominal adhesions. The mass was 
adherent to the right horn of the uterus. The right adnexa were missing as was 
the left tube. The right ovary was cystic and contained a typical mucoid eyst. 
Removal of this left a huge defect in the abdominal wall which was mattressed 
over with kangaroo tendon. She made a good recovery and has a satisfactory 
abdominal wall. 


Dr. Irvine F. Stern also presented two specimens of Fibroid Tumors 
of the Uterus Removed under Spinal Anesthesia. 


These two specimens were shown to demonstrate a method of anesthesia. 
The first patient was forty-two years of age, weighing 220 pounds, and with a 
systolic blood pressure of over 200. There was a large mass about the size of a 
fetal head filling the pelvis. She gave a history of hemorrhage. It was obvious 
that she had a myoma. Operation was performed under spinal anesthesia. The 
technic was not difficult and the patient made a good recovery. 

The second specimen was a fibroid which was located below the uterus coming 
off from the cervix. It was about the size of a seven months’ pregnancy. An 
interesting point in this connection is that this patient first consulted me in 1920 
when she had what I thought was a hypoplastic uterus with no mass. When I 
saw her in 1927 she had a mass the size of a grapefruit which was what I thought 
was an ovarian cyst arising from the left ovary. She was finally operated upon 
by a general surgeon. When he looked at the tumor, he said she was four months 
pregnant and closed the abdomen. She never delivered a baby and I saw her two 


and a half years later with this large soft mass. She likewise made a good recovery. 


Dr. J. P. GREENHILL presented a specimen of Fibroid Tumor of the 
Cervix. 


This specimen was removed on November 12 from a patient forty-two years old, 
who complained of a mass in the abdomen, heaviness in the lower abdomen, dysuria, 
periods of incontinence of urine alternating with inability to urinate, and periods 
of menorrhagia followed by amenorrhea. Abdominal examination revealed a large, 
hard, irregular tumor which apparently arose in the pelvis and extended about 7 
em. above the umbilicus. The vagina was almost filled by a large, round, hard 
mass which pushed the culdesac to the introitus. The cervix could not be felt. The 
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diagnosis made was fibroid uterus with a cervical fibroid filling the culdesac. At 
operation it was found that the entire tumor mass consisted of one large cervical 
fibroid with corpus uteri on top of it. The ureters were pushed aside without 
difficulty. The uterine blood vessels and the round ligaments were enormously 
elongated. The tumor mass and uterus were removed and with them a large piece 
of anterior vaginal wall. The latter was included because of the firm union be- 
tween the fibroid and the vagina, and because there was a marked redundancy of 
vaginal tissue due to an upward pull of part of the tumor. The vault of the 
vagina extended almost to the umbilicus and because of this, the bladder was very 
high up. The specimen weighed exactly four pounds (1814 gm.). The fibroid 
measured 7x6x4 inches, and the body of the uterus measured 254 x2144x2\%4 
inches. After the specimen was cut open, no line of demareation between the 
vaginal mucosa and the cervix could be detected macroscopically. On microscopic 
examination vaginal epithelium was found to extend high up in what was taken 
to be the cervical canal. 


Dr. A. F. Lasu presented a specimen of Bicornuate Uterus with Reten- 
tion of Lipiodol in the Pelvis Twenty-two Months after Injection. 


The patient, a colored woman, twenty-three years of age, came into the Cook 
County Hospital on September 23, 1929, complaining of pain in the lower abdomen 
of four years’ duration and a vaginal discharge of five years’ duration. In 1925 
she had had a spontaneous premature labor. In 1927 I saw her for the first time 
after she had been in labor for thirteen hours. The membranes had been ruptured 
for eight and a half hours. There was a mass obstructing the pelvic passage and 
preventing the head from coming into the pelvis. 

Cesarean section was performed. After the baby was removed it was found 
that the mass which was obstructing the passage was the left horn of a bicornuate 
uterus. Following the cesarean section she developed puerperal sepsis and gonococci 
and streptococci were found in the vagina. In October she showed a secondary 
syphilitic skin eruption and lesions were found on the cervix. In December, after 
treatment, the smears were found negative and so a lipiodol injection was made 
to define the two uterine cavities. It was found that the right cavity was larger 
than normal. She was kept under observation at the Dispensary of the Research 
and Educational Hospital. The lipiodol was still present in the pelvis after many 
weeks. 

In 1928 we found she was pregnant in the left horn of the bicornuate uterus. 
In October we took an x-ray picture which showed a well-developed fetus and the 
lipiodol still in the pelvis. She was delivered at home in December, 1928. Dur- 
ing 1929 we saw her at intervals of a month. She constantly complained of pain 
in the lower abdomen. On September 14, 1929, I examined her and found both 
adnexa were fixed and tender. The uterus was large and fixed. At that time 
another x-ray was taken; the lipiodol was still present twenty-two months after the 
first injection. Another injection was made and demonstrated both uterine cavities 
with the tubes closed at the uterine ends. On the 23rd of September, a laparotomy 
was performed, and it was found that the omentum was partly adherent to the 
right horn of the uterus, to the junction of the two horns, to the bladder, and 
to three masses in the anterior culdesac. On freeing the omentum I removed 
these three ‘masses which contained lipiodol. A supracervical hysterectomy was 
done and a right oophorectomy. 

Examination of these masses showed no iodine on direct tests. But iodine was 
demonstrated after breaking down the lipiodol. A section of the cyst showed a 
large number of histocytes lining the cyst wall. The tubes merely showed round 
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cell and plasma cell infiltration. I thought there was a bilateral salpingitis with a 
foreign body reaction produced by the lipiodol which had been present in the pel. 
vis for twenty-two months. 


DISCUSSION 


DR. IRVING STEIN.—In over 150 patients in whom lipiodol pneumoperitoneum 


was performed we have never seen a retention of the lipiodol of over two or three 
weeks. 


DR. HENRY SCHMITZ.—Out of a large number of hysterographies, we have 
seen one in which a year and three months afterward the lipiodol was seen in the 
pelvie cavity. 


DR. CARL HENRY DAVIS.—Do you believe that there might have been some 
condition present in the pelvis which led to a retention of the lipiodol? 


DR. LASH (in closing).—My impression was that it was retained because of 
the healed pelvie peritonitis due to streptococcal and gonococcal puerperal infec- 
tion. Because of the adhesions that were present a number of histocytes and 
fibroblasts were thrown around this foreign body and it was retained, forming 
cysts. Experimentally, we took lipiodol in equal amounts of a broth culture of 
streptococcus and B. coli and tried to mix them and found they would not mix. 
There are only two other similar cases reported in the literature: one by Odenthal, 
1927, and one by Ries in 1928. 


Dr. Epwarp ALLEN presented a specimen of Interstitial Pregnancy. 


The patient was thirty-six years of age. She had been married eleven years and 
was sterile. Three months before admission she missed the first menstrual period. 
The doctor who saw her took it for granted that she was pregnant. He made no 
vaginal examination. She had no other symptoms. Complained of rather severe 
pain in the right side from about the fourth week on. The menstrual periods had 
been perfectly regular up to this time with some pain. She had been dilated and 
curetted for sterility. When I examined her, I could feel a soft swelling of the 
right side of the uterus which I took to be possibly a small fibroid or an ectopic 
pregnancy. The uterus was a little larger than normal. The possibility of ectopic 
pregnancy was considered. When I mentioned this to her she told me that 
her sister had been married eight years and was sterile and then had had an ectopic 
pregnancy and nearly died from intraabdominal hemorrhage. Two days later she 
reported that she had a few spots of blood. She came to the hospital that day and 
on curettage the uterine cavity was found to be empty. I opened the culdesac 
and there was no free blood in the abdomen. I could palpate this soft, cystic 
swelling through the colpotomy incision. The colpotomy incision was closed and 
the uterus with an interstitial pregnancy was removed by supravaginal hysterec- 
tomy. Convalescence was uneventful. 


American Journal of 
Obstetrics and Gynecology 


GreorGE W. KosMAK, M.D., EDITOR HvuGo EHRENFEST, M.D., ASSOCIATE EDITOR 


Editorial Comments 


Mahomet Goes to the Hill 


‘*Mahomet made the people believe that he would eall a hill to 
him, and from the top of it offer up his prayers for the observers 
of his law. The people assembled; Mahomet called the hill to come 
to him, again and again, and when the hill stood still, he was never 
a whit abashed, but said, if the hill will not come to Mahomet, 
Mahomet will go to the hill.’’—Bacon. 


Undergraduate teaching of obstetrics in the United States has been 
handicapped seriously by the lack of clinical material sufficient to 
sround the medical student thoroughly even in the conduct of normal 
labor and in the less serious complications of pregnancy and parturition, 
a eondition which has been generally assumed to reflect itself in our 
high maternal death rate so frequently quoted. No doubt such a causal 
relationship does exist, but it must also be admitted that too little atten- 
tion has been directed toward keeping the graduate, who is largely the 
obstetrie practitioner of our time, in line with modern obstetric thought. 
The general practitioner is too often allowed to learn his practical 
obstetrics by himself in the early years of practice, and then is aban- 
doned to the ideas developed by this relatively limited clinieal experi- 
ence, even though he is receptive to newer ideas when they ean be 
presented to him. State and County Medical Societies are relegating 
obstetric subjects more and more to the background, in favor of other 
and more spectacular developments, so that for many physicians there 
is no contact with modern obstetrics. 

It is impracticable to offer intensive postgraduate courses to the mass 
of practicing physicians, even should they be desired. At best, but few 
could profit by such offerings, since economic conditions prohibit an 
absenee from home for a period of months, or even of weeks. In cer- 
tain localities, especially in the Mid-west and South, the cireuit plan of 
postgraduate courses, offering to bring instruction to the physician, has 
been the answer to this perplexing question, and has been enthusias- 
tically received wherever attempted. 
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As developed under modern conditions of transportation, centers are 
arranged, within easy travelling distance for the instructor, to serve 
several communities within an hour’s drive, and an itinerary planned 
allowing a meeting for each group at the same hour each week. A 
course consists usually of ten lectures of two hours each, followed either 
by a clinic or by a round table discussion of a particular case presented 
by one of the group. No attempt is made to repeat undergraduate 
instruction, but stress is laid upon newer ideas and methods, while con- 
troversial subjects are discussed in the light of the lecturer’s convictions. 
Questions are invited and informality rules. 

A full-time instructor is able to meet from six to eight groups each 
week, and thus to offer the course to a very considerable number of 
physicians. Groups of not more than thirty or forty are desirable, since 
otherwise there may be confusion from too many interruptions. Where 
it is necessary that the lecturer carry on his own practice simultaneously, 
arrangements for one or two meetings each week may be made without 
the burden proving excessive. 

Certain promotional efforts are necessary that the course may be 
organized successfully. These details may be left with the University 
Extension Division, as in Oklahoma and Kansas, or may be handled 
by a Committee of the loeal County Society, as in Iowa. The advan- 
tages of the latter scheme are many, and it would seem to be preferable. 
This intimate association with organized medicine obviates many diffi- 
culties, and, moreover, makes for greater economy, since Extension 
Division promotion entails considerable travelling, the expenses of 
which must be added to the cost of the course, and, likewise introduces 
a commercial element, which is undesirable. When credit for the work 
is desired, a nominal enrollment in the State Medical College may be 
developed. Local promotion, by permitting the local society to organize 
the effort, allows that organization to maintain its place of leadership 
in the profession. 

When it is possible for a local lecturer to conduct the work, the cost 
of the course to the physician may be reduced to cover only travelling 
expenses and incidentals; whereas, when it becomes necessary to em- 
ploy a special instructor, he will require some remuneration for his 
services, and this expense must be passed on to those taking the course. 
Even in the latter event, it is usually possible to keep the cost for the 
ten lectures down to twenty-five dollars or less, provided at least one 
hundred physicians support the effort and local promotion is practiced. 

Recently, in Iowa, lectures were given in two centers each week for 
ten weeks at a cost to the physician of ten dollars for the course, the 
County Societies organizing the work and the leetures being given by 
a full-time instructor of the State University College of Medicine. 
Eighty practitioners were enrolled and became so thoroughly convineed 
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of the value of instruction of this nature that already they are plan- 
ning similar courses in other subjects. 

At present, in Oklahoma and Kansas, similar courses are being held 
by instructors from the outside, the promotion being conducted by 
the State Extension Division. The charge to the physicians is thirty- 
five dollars for the ten lectures, and registrations are sufficient to cover 
the entire cost of the project. 

This type of work has been in vogue for some time in pediatries and 
in internal medicine, but it is believed that these recent efforts repre- 
sent the first similar attempts in obstetrics. The reception which has 
been accorded the courses, and the general satisfaction with the idea 
of thus bringing postgraduate instruction to the physician at home, are 
evidences of the need for the work and the venture may be reecom- 
mended for further trial elsewhere. 

—E. D. Plass. 
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CONDUCTED BY ROBERT T. FRANK, 


Review of New Books 


In this third edition of Obstetrics for Nurses! the name of the coauthor appears, 
and it is undoubtedly conducive to the best interests of the book, as a nurse’s 
manual, that a former nurse, now a physician, has had part in the revision. The 
text covers very thoroughly the subject matter of obstetrics and obstetric nursing, 
with chapters on the care of child and infant feeding. There are lists of diets and 
formulas, a therapeutic index and a glossary. The authors have not included any 
of the newer material on the physiology of menstruation, they do not mention 
routine estimations of blood pressure in prenatal care. The mechanism of normal 
labor is evidently concluded to end with the delivery of the head as nothing is said 
of the delivery of the shoulders or of the placenta. The technic recommended for 
preparing a patient for vaginal examination in labor could hardly be called more 
than sufficient to produce physical cleanliness of the parts. Convulsive toxemia of 
pregnancy is taken up twice in the book with the technic of Stroganoff described in 
a different manner in each place. Most of the illustrations are borrowed from 
other texts, errors in which are explained in the legends, as, for instance, on page 
157. In a further revision of the book some new and original illustrations might be 
substituted, showing doctors in operating suits, wearing gowns, caps, masks, and 
gloves, and the patient properly draped. 


—Philip F. Williams. 


This small concisely written volume, A Textbook of Orthopaedic Nursing,? deals 
with the nursing of orthopedic conditions. Of interest to the obstetric nurse would 
be the discussion of several congenital deformities, club foot, congenital dislocation 
of the hip, paralysis of the upper limb, and spastic paralysis (Little’s Disease). 
There is little to criticize, possibly the more extended prophylaxis of rickets in the 
introductory chapter could have been better placed in the later discussion of that 


subject, and a fuller description of certain manipulations or massage given. 


—Philip F. Williams. 


Mrs. Rout discusses here, Sex and Exercise,3 the intimate association between the 
genital organs and the organs of excretion. To correct errors of the latter, con- 
stipation, and reflex errors of the former, avoidance of the marital relation and 
frigidity, she suggests certain exercises to develop the abdominal muscles and the 
muscles of the pelvic diaphragm. A large part of the book discusses the nature of 
the various dances of primitive races, and their effect upon the physical well- 
being and marital status of the natives of Africa and the South Sea Islands. 


The book closes with a series of illustrated exercises, recommended to strengthen 


{Obstetrics For Nurses. By Charles B. Reed and Charlotte L. Gregory. The C. V. 
Mosby Co., St. Louis, 1930. 


7A Textbook of Orthopaedic Nursing. By Evelyn C. Pearce, with Foreword by Sir 


Robert Jones, and an Introductory Chapter by Dame Agnes Hunt. G. P. Putnam’s 
Sons, New York, 1930. 
*Sex and Exercise. A study of the Sex Function in Women and Its Relation to 


Fixercise. By Ettie A. Rout, (Mrs. F. A. Hornibrook), Foreword by A. C. Haddon. 
Wm. Wood & Co., New York, 1925. 
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the abdominal muscles, culled from her husband’s book The Culture of the Abdomen. 
That these exercises would help to relieve constipation is admitted, whether they 
would overcome frigidity is debatable. 


—Philip F. Williams. 


The usefulness of the Medical Museum4 as an adjunct to teaching is ably dis- 
eussed by Daukes. That there is a need for reform in the eare and demonstration 
of specimens is evident in most museums. How their scope may be expanded, their 
aid brought to function in clinical teaching, how they may assist in publie health 
work, and what methods of technic have been found most valuable are here set 
forth. With the present use of the moving picture film as an adjunet in clinical 
teaching a reflex interest should be developed in visual education in medicine 
through well-chosen and properly presented series of still-life pictures. These, as 
Daukes points out, may consist of specimens, wax, or other models, paintings, 
photographs and photomicrographs, color photographs, maps, radio and _ electro- 
cardiographs, temperature charts, posters, and so on. Thus the whole course of a 
disease may be covered, etiology, symptomatology, pathology, treatment, ete. There 
are many appendices, detailing such methods as preservation of pathologie speci- 
mens, demonstration series of transparencies, labeling, cataloguing, and arrange- 
ment. A bibliography of references and abstracts on Museum technic is arranged 
under several headings. The book is profusely illustrated to show the arrange- 
ments of the collection at the Welleome Museum of Medical Sciences. Such an 
excellent presentation of the possibilities of visual education in medicine should 
have a wide appeal to the profession. 


—Philip F. Williams. 


The fifth edition of Gynaecology for Nurses and Gynaecological Nursing,5 by 
Berkeley is a most comprehensive treatise including, in over 400 pages, not only 
the above-mentioned subjects but a number of chapters covering obstetrics and 
much detailed obstetric nursing. Whether or not the material is suitably ineluded 
in such a book, its completeness may be indicated by the presence of chapters on 
infection and immunity. The subject matter takes up anatomy, physiology, normal 
and abnormal pregnancy, labor, and the puerperium, gynecologic diseases, with a 
detailed exposition of delivery room nursing, operating room, and surgical ward 
technic. For almost all of the operations or procedures, there is an illustration of 
the necessary articles and instruments facing the page of instructions. The English 
trained nurse seems to be given more latitude than our American product in treat- 
ment. Here she is advised to administer pituitary extract in bleeding miscarriage 
cases, to plug the vagina for antepartum hemorrhage, and to manually remove a 
placenta for bleeding in the third stage. 

One notes a very small paragraph on the diet of the pregnant woman, indeed, 
prenatal eare is rather sketchily handled, with no mention of blood pressure estima- 
tions. As the Sims position is still recommended for routine gynecologie examina- 
tions in England, one is not surprised to find the bivalve speculum omitted from 
the list of elinie instruments. Direct blood transfusion by the waxed Kimpton 
tubes is described; this is considered obsolete in the United States. It is ques- 
tionable whether a modified Trendelenburg position after operation favors ab- 
dominal drainage, as stated under postoperative care. 

These are minor criticisms, and should not detract from the real worth of this 
excellent manual, 

—Philip F. Williams. 

‘The Medical Museum. Based on a New System of Visual Teaching. By S. H. 
Daukes, The Wellcome Foundation, Ltd., London, 1929. 


"Gynaecology for Nurses and Gynaecological Nursing. By Comyns Berkeley. G. P. 
Putnam's Sons, New York, 1930. 
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The first half of volume one of Stoeckel’s Handbuch der Gynikologie® Was 


just 
uppeared. Previously four installments of this important work have already been 


reviewed, 

In the introduction Stoeckel voices his disinclination in editing a new edition. 
but in a most loyal fashion has retained the name of Veit in this third, entirely 
rewritten production. He emphasizes the fact that this ‘‘ Handbuch’’ aims to sup 
ply the foundation stone of research work in contradistinction to the ordinary 
‘*Lehrbuch,’? which should serve as its main purpose for teaching. The portions 
of the work so far published fully warrant its appearance. This publication shows 
u thorough treatment of the subject, in keeping with the best German literature 
which appeared before the World War, in contrast to the. many ephemera which 
have seen the light of day in the last ten years. 

Tandler of Vienna covers the anatomy of the uropoeitic and genital systems 
in his usual thorough and masterly manner. The text is illustrated by many new 
dissections which are beautifully reproduced. The pelvie connective tissues are 
divided into fasciae of muscles, connective tissues surrounding the pelvie organs, 
subserous connective tissues, and the loose intermediate connective tissues. 

J. Willoughby Miller of Barmen, covers the normal anatomy and physiology of 
the ovary in a very thorough fashion, with extremely detailed reference to the 
world’s literature. The chapter dealing with the influence of the ovary on metab 
olism is especially noteworthy, 

Spuler deseribes embryology and development of the genital tract. Apparently 
no new light has been cast on the origin of the germ cells. The author does not 
emphasize the recent discovery of postnatal ovogenesis as much as seems desirable. 
The illustrations of this portion of the volume are likewise extremely good. 

The chapters dealing with malformations of the genital tract by K. Menge and 
von Oettingen, does not quite reach the high level of the rest of the book. The 
authors accept only with considerable reserve the possibility of a third ovary. 
It seems to me that if an entirely separate ovary, accompanied by an accessory 
fallopian tube, is encountered, this excess formation is unmistakable. They con- 
demn the formation of an artificial vagina although humanitarian motives fre- 
quently force the clinician to perform this constructive operation. A ease in 
Which absence of the ovaries is based purely upon pelvic examination appears in 
conclusive. From the portion of the Handbuch so far received, this work promises 
in every way to take the same high position that the two previous editions of Veit 


R. T. Frank. 


The entire English-speaking medical profession owes 2 warm debt of gratitude 
to Dr. Reimann for having undertaken the laborious task of translating the eighth 
and ninth editions of Kaufmann’s Pathology for Students and Practitioners.7 For 
many years this classic has been the standard book of reference for pathologists in 
many countries. The translation now makes it available to the English-speaking 


profession as well. 


I know of no pathology which contains the same amount of observations pre- 
sented as readably, as clearly, and as easy of aecess as Kaufmann. The American 
translation is presented in excellent format in three volumes, the German original 


being more compressed in two volumes. In the English translation all small print 


"Handbuch der Gynaekologie. Erster Band. Erste Haelfte. By W. Stoeckel. J. F. 
Bergmann Miinchen. 1930. 


‘Pathology for Students and Practitioners. By Dr. Edward Kaufmann. Trans- 


lated by Stanley P. Reimann. In 3 volumes. P. Blakiston’s Son & Co., Philadelphia, 
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en omitted which gives a handsomer format, less straining to the eyes, but on 


has | 
the other hand does not offset the important from the less important material as 


in the original. 

To the pathologists, this book requires no recommendation nor description. For 
the benefit of those not familiar with the work, [ will state that the entire field of 
pathology is adequately covered. First, general pathology of the organ systems is 
dealt with. Next these are taken up in detail. 

The translator has added a number of ‘‘translator’s remarks’’ which add eon- 
siderably to the value of the book and our needs. He has borne in mind Kaufmann’s 
point of view, who constantly correlates pathology, anatcemy, physiology, with 
abundant clinical application. 

To the original illustrations which are mainly drawn by Kaufmann himself, a 
considerable number of excellent drawings of the gross and photomicrographs of 
the microseopie slides have been added in this translation. Although the translation 
is smooth and excellent, those of us who are familiar with the original find a slight 
loss, unavoidably entailed, by the translation. This book should prove as valuable 
and should receive as widespread a distribution as the original. 


—R. T. Frank. 


The sixth installment of the second volume of Handbuch der Inneren Sekretion,§ 
edited by Max Hirsch deals with two important subjects. The first one of E. 
Thomas of Duisburg covers the internal secretory glands in the fetus and ehild- 
hood. This is a well-written, carefully worked-out exposition. According to the 
author, the hormones have no qualitative effect on form development. During intra- 
uterine life the hormones are stored in the body. Tiomas, I am glad to say, 
deprecates the use of the term ‘‘dysfunction’’ as well as that of ‘‘polyglandular 
syndromes’? as I have always done. He takes up the individual endocrine organs 
one by one. 

H. Josephy describes the physiology of vegetative nervous system in a_ satis- 
factory and concise fashion, along strictly formal lines. 


—R.-T. Frank. 


This book, Diseases of Women,® is poorly written and is at varianee with most of 
the accepted teachings of modern gynecology. Unless one were familiar with the 
spelling of medical terms, it would be difficult to follow the author in many of the 
sentences. Some of the commonly encountered are > specelum ; Rubien; sextual; 
interception; salphingitis; paroxymal; syphilitis ulceration; and urethreal earnucle ; 
ete. 

One may exercise charity with merey for incorrect spelling of simple medical 
terms, but when one is bold enough to state that ‘‘adeno-eareinoma of the uterus 
oceurs rather frequently but is not of a malignant nature’’; ‘‘that error in diet 
will readily cause any of the following diseases: malnutrition, anaemia, Bright’s 


disease, diabetis, cancer, tuberculosis, ete.,’’ and ‘that every patient with genuine 
eancer or suspicious cancer should be put upon a detoxicating diet,’’ we believe 
that this type of book belongs in the gynecologic wastebasket. 

—Julius Lackner. 


—Sydney S. Schochet. 


‘Handbuch der Inneren Sekretion. Il Band, Lieferung 6, Herausgegeben von Dr. 
Max Hirsch. Curt Kabitzsch, Leipzig, 1929. 
_ *Diseases of Women. Symptoms and Treatment. By Franklin I. Shroyer, Pub- 
lished by Richard G. Badger, Publisher. The Gorham Press. 
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In this book, Die Eklampsie und ihre Prophylaxe,1© the author analyzes the ree- 
ords of all the patients who had eclampsia and were treated in the three Viennese 
women’s clinies during the years 1920 and 1926. He also reviews the literature but 
unfortunately, like many Germans, he limits himself almost exclusively to German 
authors. He found 1519 cases of eclampsia among 223,689 labors, an incidence 
of 0.68 per cent, or 1 in 147 labor cases. The total number of deaths was 240, or 
15.8 per cent. Contrary to the experience in Germany, Hungary, and England, there 
was in Vienna during the World War an actual inerease in the number of eclamptie 
patients. However, this increase affected only the patients who lived in the hos- 
pitals during the latter part of their pregnancies. There was a definite decrease 
in the number of eclamptie patients admitted from the outside. Eclampsia during 
pregnaney was most frequent among old multiparas, eclampsia during labor oe- 
curred most commonly among primiparas and convulsions during the puerperium 
chiefly affected the young multiparas. In this series multiparas had a_ higher 
death rate than primiparas. For the patients delivered early between 1900 and 
1920, the maternal mortality was 6.4 per cent and during 1920 and 1926 it was 
5.3 per cent. The author believes that cesarean section should be reserved only for 
a certain proportion of the eases. In this book the statistics of eclampsia are 
analyzed from many points of view. Prophylaxis is emphasized and special ther- 
apeutic methods for the eure of the toxemie condition are outlined. However, 
the author fails to mention the use of local anesthesia which has proved to be of 
the utmost importance in the delivery of patients with toxemia. To anyone in- 
terested in the question of eclampsia this book is indispensable. 

J. P. Greenhill, 


This book, Difficult Labour,11 was written by Herman in 1894, and its present 
edition which was revised by Carlton Oldfield appears ten years after the last 
edition. There is a wealth of valuable information in the closely printed 560 pages 
but there are also a few ideas with whieh many obstetricians disagree. For ex- 
ample, some of us do not subscribe to such statements as, ‘‘In labours before the 
end of the seventh month, it is always good practice (except when the pelvis is 
much contracted) to give pituitary extract in the second stage. . .. It (pituitary 
extract) is mostly used in cases which have hitherto been treated by forceps.’’ 
‘*Episiotomy is rarely necessary in vertex presentations unless you are pulling out 
a persistent occipitoposterior position.’’ ‘‘This instrument (the Schatz metallic 
dilator for the treatment of placenta previa) is suitable for use in general prac- 
tice.’’ ‘* With strict antisepsis, immediate harmful results from this stretching or 
tearing (using the Bossi cervical dilator) seem to be rare.’’ 

The illustrations of forceps delivery show the patient lying on the side, but of 
course in the United States nearly all patients are delivered in the dorsal position. 
The author has had no experience with the cervical cesarean section which is rather 
unusual since most authorities recognize the superiority of the cervical operation 
over the classic, if not for most cases, for at least a certain proportion of them. 
A whole chapter is devoted to retroversion of the gravid uterus but nothing is said 
of the Gwathmey method of analgesia or the use of local anesthesia in obstetries. 
In spite of the few shortcomings the book should prove to be helpful to students 
and general practitioners. The illustrations are abundant and instructive and the 
text is clearly written. 


J. P. Greenhill. 


“Die Eklampsie und ihre Prophylaxe. By FE. Herrmann, Urban and Schwarzen- 
berg. Serlin and Vienna, 1929. 

"Herman's Difficult Labour. Revised by Carlton Oldfield. Ed. 7. William Wood 
and Co., New York, 1929. 
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The committee appointed by the American Gynecological Society, consisting of 
George W. Kosmak, chairman, W. C. Danforth, and W. R. Nicholson has prepared 
a Syllabus of Lectures on Obstetrics Designed for Nurses.12 The subject matter has 
been divided into eleven lectures. The contents have been greatly simplified although 
all essentials are ineluded. This synopsis should prove of the utmost importance to 
teachers. The Committee deserves thanks for their help in simplifying the eur- 
riculum for nurses. 

—J. P. Greenhill. 


The author!3 is a strong advocate for increase in the performance of cesarean 
section. In the hands of experienced operators he considers the intervention safe 
for both the child and the mother. The intraperitoneal cervical cesarean section is 
advocated. In 418 operations performed since 1897, the maternal mortality was 
0.75 per cent. The full mortality is 0.95 per cent, as a number of contaminated 
eases were included in the last 200, consequently this rise of mortality resulted, in 
contradistinction to the first 200 in which only clean cases were operated upon. 

Contracted pelvis, placenta previa, eclampsia, he considers best dealt with by 
cesarean section. The author also gives many other indications for section, such 
as a substitute for version with incompletely dilated cervix, abnormal cephalic 
presentation, postmaturity, breech presentation, and grave systemic diseases. 

The ideas expressed in this book are dangerous if accepted without critique by 
the general profession in whose hands notoriously the operative results are bad. 


—J. P. Greenhill. 


The fourth edition of Bourne’s Synopsis of Midwifery and Gynecology'4 has ap- 
peared. In autointoxication are included all the toxemias of pregnaney. A con- 
servative treatment of eclampsia is advocated. In this his technie differs con- 
siderably from that used in the United States. In cesarean section he prefers the 
classic operation. 

Slight differences in opinion and practice are shown on the two sides of the At- 
lantie by the fact that although the author emphasizes the importance of chronic 
endometritis unduly, in our opinion he neglects to refer to trichomonas vaginalis as 
a cause of vaginal discharge, as well as the nasal cautery tip in eontradistinction to 
the actual cautery in the treatment of cervical erosion. 

The book as a whole contains a large amount of important and useful informa- 
tion in an extremely concentrated form. 

—J. P. Greenhill. 


A Syllabus of Lectures on Obstetrics for Nurses. Prepared by a Committee ap- 
pointed by the American Gynecological Society. Paper pp. 88. New York, Published 
by the Committee, 1930. 

“Ueber den Kaiserschnitt zur aseptischen Geburt. von Dr. Heinrich Doerfler, 
tegensburg. J. F. Lehmanns. Miinchen. 1929. 

“Synopsis of Midwifery and Gynecology. By Aleck W. Bourne. Ed. 4. William 
Wood & Co., New York. 1929 
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INTRODUCTION 


IIE literature of gynecology for the past vear deserves to be sub- 

jected to eritieal serutiny. Many admirable and well summed up 
contributions in the field of sex hormone have revealed the causative 
factors of certain phases of the process of ovulation and the very little 
understood function of menstruation. A fuller understanding of these 
two important functions seems to us to be the key to the rational therapy 
of many of the vexing problems in sterility and menstrual disturbances. 
Advances have also been made in the technie and use of spinal anesthesia 
in gynecology and in. the study of endometriosis. A more clear inter- 
pretation of the problems in sterility, and a proper evaluation of the 
treatment of malignaney are noted. 

The extensive reports and eritieal analyses of the use of x-ray and 
radium in gynecology have tended to inerease our faith in the adequacy 
of this form of therapy in the treatment of malignaney. However, we 
must not be blinded by undue enthusiasm for **suecessful five vear eure 
periods’? but we must recognize in a practical way the limitations of 
these two valuable adjunets in gvnecie therapy. In other words there 
is still much to be learned of the ideal treatment of cancer. 

The study of the sex hormone is the outstanding topie¢ in the literature 
of 1929. 

GENERAL PROBLEMS 


Several improvements in the technie and in the interpretation of the 
sedimentation test have been advoeated during the past vear. The time 
factor was the chief criterion of this laboratory test as deseribed by 
Linzenmeier. Mathieu,’ in a careful study of the sedimentation test in 
evnecology and obstetrics, emphasizes the idea of measuring the speed 
or rate of sedimentation with the Westergren teehnie. Noyes and 
Corvese? employed the Linzenmeier technie in 146 gyneeologie and 
obstetric cases and particularly noted the rapid sedimentation of blood 
cells as pregnaney advanees. Conelusions from their studies in 
evnecologic cases convineed these authors that the sedimentation test 
alone should not be relied upon in determining a safe time for laparot- 


Si: 
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omy in eases of acute pelvic inflammation. Rothpletz,* in a series of 
4000 tests, has devised a new technic for the general practitioner. 
Four cubie centimeters of blood are collected and mixed with one cubie 
centimeter of sodium citrate solution to prevent clotting. At the end 
of one hour, the column of clear plasma above the settled erythrocytes 
is measured. With this technic, in normal women the maximum is 12 
millimeters. 

Although there are numerous ¢linical reports on the sedimentation 
test, yet there is a dearth of scientific investigation on this subject. 

The value of blood transfusion in surgical conditions requires no de- 
fense, and yet this valuable therapeutic measure is frequently omitted 
by gynecologists. Farrar* has devised a very ingenious method of auto- 
transfusion in eases of ruptured extrauterine pregnancy. There ean be 
no question that the indications for transfusion have been limited to 
too narrow a field in gynecology. Procedures of this type will materially 
popularize the needed transfusion. 

New methods of treatment have been advoeated for the old but never- 
theless important problems in gynecology. The treatment of leucorrhea 
of nonspecific etiology with local applications has not given the brilliant 
results expected, 

Bauer’ treated thirty women with diets containing fruits, nuts, and 
raw vegetables for leucorrhea and reports good results in these cases. 
The author believes that the effectiveness of this diet in leucorrhea is due 
to the high content of alkali producing foods with a sodium chloride 
deficiency. 

While the body may be affected by disturbances in diet and metab- 
olism, we cannot convince ourselves that diet is of value in the treatment 
of leucorrhea. 

The important contributions® on the effect of roentgen exposures 
and radium sterilization from the Gyneeean Hospital Institute of 
(ivnecological Researeh of the University of Pennsylvania have ma- 
terially changed our conceptions of the effects of these therapeutic 
agents. It has been conclusively shown by Murphy and Goldstein that 
postconeeption radiation produces a high percentage (33 per cent) of 
gross deformities in the offspring. 

These observations are of much importance to the gynecologist in view 
of the fact that therapeutie radiation is frequently practiced for amenor- 
rhea. Conception may take place immediately before the first series 
of exposures or may occur in the interval of treatments with a conse- 
quent high percentage of gross mental defectives. Preliminary curet- 
tage’ should be routinely employed before pelvie radiotherapy and if 
pregnancy occurs during the treatment, a therapeutie abortion should 
be performed. Those who do not appreciate the intrinsie difficulties in 
the diagnosis of an early pregnaney and who do not practice routinely 
curettage before radiotherapy will, sooner or later, encounter a monster 
in rayed patients. 

Jarcho* found the Wassermann test parallel in mother’s milk and 
blood in 95 per cent of 107 cases examined. The Wassermann test re- 
mains positive in milk of syphilitic women until about the sixteenth day, 
when it begins to weaken. 

This contribution has only a scientific interest and should not replace 
the simple procedure of blood Wassermann. 

For temporary sterilization Turenne® advocates burying the fimbriated 
ends of the tubes in the broad ligaments. This proceedure may be ad- 
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visable in rare cases but necessitates a second laparotomy. For our- 
selves, we seriously question the advisability of this procedure for 
temporary sterilization over the many contraceptive measures without 
the operative risks. 

Babeock’’ strongly sponsors the vaginal approach for certain intra- 
peritoneal operations over the abdominal incision. This author claims 
that personal convenience, training and often a single unfortunate 
experience prejudices the surgeon against this method of approach. 
Babeoek believes that even delicate conservative operations upon the 
uterus, tubes, ovaries, and small intestine may be carried out and often 
with greater facility than through a thick abdominal wall. 

In the hands of Dr. Babeock this approach cannot be questioned but 
we seriously doubt that the vaginal route for plastic repair in the 
peritoneal cavity or for intestinal work should be considered rational. 

A eareful and serious study of the estimated gynecologie operative 
risks is summed up by Peterson'! with a presentation of an outline 
of classification of eases. Analyses of this type will materially reduce 
the operative fatalities and add less glamour to the person who advocates 
radical procedures, or new methods or new types of operations based 
on insecure grounds. 

The methods of prevention of peritoneal adhesions are carefully 
summed up by Gellhorn.?? The author emphasizes the necessity of in- 
corporating the scheme of prophylaxis throughout any given operation, 
in other words, the prevention of adhesions must be the leit motif of 
every step. Gellhorn advises the use of rubber sheets instead of wet 
gauze packs and the employment of a copious enema at the conelusion 
of the operation as advocated by John G. Clark and modified by George 
(iray Ward, viz., proctoclysis at the end of the operation. 

Kolischer™ presents the value of diathermy in gynecology and rightly 
cautions against the extravagant claims concerning its efficacy and the 
results obtained in gonorrheie infections. This is a well-balanced pre- 
sentation of the subject of diathermy. 

Hibbert' is of the opinion that protein therapy has a definite place 
in the treatment of pelvie infections and employs this procedure with 
other gynecie methods of treatment, namely, hot douches, posture, 
diathermy, and ecauterization of the cervix in eases of erosions. The 
majority of gynecologists has failed to obtain brilliant results with 
protein therapy when employed as a single procedure. 

Geist!’ reviews the literature of the morphology of menstrual blood. 
From a study of one hundred specimens the author concludes that the 
hemorrhagie vaginal discharge not due to menstruation differs in 
morphology from menstrual blood, and that these can be differentiated 
by histologie examination. 


ANESTHESIA 


The use of local and spinal anesthesia has not received the attention 
it deserves in the specialty of gynecology. With any anesthetie there 
is a certain proportion of fatalities which seems to be unavoidable, re- 
gardless of the choice of anesthetie or of the method of administration. 
This is likewise true of local anesthesia. ‘‘There are many reasons for 
believing that the deaths are due to abnormal conditions of the sym- 
pathetic nervous system of which all too little is known, but which, 
under certain abnormal conditions, reacts violently toward epinephrine 
and probably toward cocaine and many other drugs.?®”’ 


REVIEWS AND ABSTRACTS 875 


It is generally stated that lumbar anesthesia,'’ (spinal anesthesia) 
even With the best technic, is more dangerous than other forms of 
anesthesia in a general run of cases. The ** puncture headache’’ ean be 
largely eliminated with proper technie and the use of the Pitkin needle. 
The headache is due to leakage of cerebrospinal fluid through a large 
puncture hole or tear in the meninges of the spinal dural sae. 

Pitkin'’ favors spinal anesthesia gynecologic operations for it 
vives complete relaxation of the abdomina! walls and viscera and is with- 
out danger of pulmonary complications. In that small group of cases 
about to die from spinal anesthesia, Babcock (see Pitkin) says, ‘‘there 
are three sheet anchors: Epinephrine by vein or intracardiac injection 
to stimulate the e¢ireulation, artificial respiration, and the maintenance 
of the hody temperature.”’ 

Frank!’ advises a two step operation for extensive plastic surgery in 
those poor operative risks with high blood pressure, poor myocardium, 
impaired renal funetion, and emphysema. The vaginal plastic is done 
under parasacral anesthesia which gives marked relaxation without pain. 
About fifteen or eighteen days later, the ventrofixation is performed 
under gas 

In this short review we have intentionally emphasized the dangers 
of spinal anesthesia with the hope that the less experienced will not 
practice and bring into disrepute this valuable method of anesthesia in 
evnecology. 


GENTOURINARY SYSTEM 


A latent cystitis is not infrequently encountered in surgical patients 
whether they complain of bladder svmptoms or not. This is an im- 
portant group to the gynecologist as exacerbations of symptoms during 
convalescence may be wrongly attributed to the surgeon’s neglect of 
strict asepsis. 

During the past year a more proper appreciation of the intimate 
relationship between gynecology and urology has been emphasized. 
Lowsley and Twinem*® report 84 cases with right iliae pain; 47.5 per 
cent had previously undergone some major surgical operation without 
relief of their symptoms. Of these, 51 were relieved of symptoms by 
palliative means and 32 were operated upon for a urinary condition 
with subsequent relief. The authors advise cystoscopy and pyelography 
in cases of indefinite pain in the right groin to eliminate the presence 
of pathology in the right upper urinary tract. Stevens and Henderson?! 
cite 83802 cases in which there were urinary symptoms. Pathologie 
changes in the generative organs were possible or probable etiologie 
factors in 27 per cent of the eases. 

Robert Frank**? reports a personal experience with 33 eases of vesico- 
vaginal fistulae. One of the greatest aids in the repair of fistulae is 
mobilization of the bladder with or without suture. The bladder should 
he widely mobilized so that the entire defect is free from the subjacent 
tissues. In some instances an abdominal hysterectomy was performed 
and an attempt then made to suture the fistula. If this procedure 
is not feasible, the abdominal field is extraperitonealized by the union 
of vesieal and retrocervieal peritoneum. 

N. Mahfouz Bey** reports a series of 276 operations for urinary and 
rectovaginal fistulae at the Gynecological Clinie of Kasr-El Ainy Hos- 
pital and at the Coptic and Lord Kitehener’s Hospitals, Cairo, from 
1907 to 1928. In 86.5 per cent operation effected a cure. Pressure 
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necrosis of labor was the causative factor in 259 cases. The author 
advises the abdominal route in the treatment of reetovaginal fistulae 
of the vault of the vagina. 

There is another exeellent review of fistulae by Sears** in which he 
advoeates the suprapubic transvesical operation. Eighty per cent of 
these cases were cured. The indications for this type of operation are 
long narrow vaginae; high fistulae with marked fixation, and an unusual 
destruction of the vaginal wall. 

Charles Mayo*® points out the intimate association of exstrophy of 
the bladder, spina bifida, inguinal hernia, and double uterus. 

Congenital strictures of the meatus of the female urethra are often 
the unsuspected etiologic factor of pyelitis in little girls. Stricture of 
the urethra is more often present than recognized in gynecologic eases, 
Boyd?* suggests meatotomy as the most satisfactory means of treatment. 


EXTERNAL GENITALIA 


Leucoplakie vulvitis and kraurosis vulvae have been confounded with 
one another sinee the epochal contribution of Breisky in 1885. Many 
textbooks classify these two conditions into two entirely different clinical 
entities. It is generally stated that in leucoplakia vulvae the labia 
majora, minora, and the prepuce of the ¢litoris are affeeted and that 
the vestibule always escapes. In kraurosis vulvae the vestibule, the 
orifice of the vagina (with stenosis), and the labia minora are involved. 
Another elinical point usually stated is that kraurosis vulvae never 
precedes squamous eell carcinoma and that leucoplakia often preeedes 
eareinoma.?* 

Again we repeat, *‘we do not know the exciting cause of eareinoma.”’ 
In some types its occurrence is frequently preeeded by mild and com- 
paratively unimportant lesions; while in other groups of newgrowths, 
‘the malignaney may be preceded by lesions of chronie inflammation, 
ulceration or white patches (leucoplakia). For this reason we hesitate 
to recognize the present-day term precancerous lesion, it is only another 
added term to the unknown eauses of malignaney. We eoneur with 
Taussig’s®> conception that kraurosis vulvae and leucoplakie vulvitis 
may be identieal elinieal entities at different stages. 

(iraves,?? in a well summed review of the literature and histopathology 
of kraurosis vulvae, coneludes that these two processes when viewed 
in a ¢lassie sense are phases of an identieal pathologie entity. 

Klaas®*® deseribes a eyelie change in the vaginal epithelium due to 
hormone Injections. 

Maver*! studied 600 cases in which smears were taken within the 
introitus, mid-vagina and anterior fornix, and from the cervix. The 
smears were examined and deseribed by the author without knowledge 
at the time, of the ¢linieal data. These vaginal and cervical smears 
were divided into six groups. The author attempted to employ the 
findings as a means of diagnosing the existing ¢linieal pieture. Mayer 
concludes that this method is most useful in a differential diagnosis of 
salpingitis and appendicitis; diseased adnexa and neoplasm. The 
author believes that the test is suggestive but in no sense pathognomonice. 

We prefer to retain recognized diagnostie methods based on clinieal 
and histopathologie findings. 

Schultheif*? experimented with the effects produced with bacterio- 
phages and concludes that they take no part in the self-cleansing process 
of the vagina. 
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There is a marked divergence of opinions as to the pathogenicity of 
the Trichomonas vaginalis. Davis,** in a study of more than 50 eases, 
states that the Trichomonas vaginalis, rather than the associated bacteria. 
are the causative factors of vaginitis. The author gives a detailed de- 
scription of the methods of culture and the experimental observations 
on treatment. 

Visher** reports an unusual case of trichomonas bladder infection 
with acute symptoms of cystitis and pyelitis. The flagellates were 
present in large numbers in the urine and in the cervieal and vaginal 
secretions. 

Brunet and Dickinson* present an exhaustive study and analysis 
of gonorrhea in the female with a description of their methods of 
treatment. Excellent results are reported with mereurochrome in 
gelatin. 

We have not found mercurochrome to possess the bactericidal proper- 
ties as reported by the authors. 

Haskin*® injects sterile salt solution in the vaginas of children and 
examines the returned flow for the gonoecoccus. The author believes that 
other methods for collecting the pus for bacteriologie study fail to 
give the exact condition in the upper portion of the vagina. 

All injections into the vaginas of children (modified douches) should 
be looked upon with grave coneern in view of the danger of forcing the 
infection into the cervix and uterus. 

Among the rare forms of vaginitis, Correa*’ reports a case of vulvo- 
vaginitis due to myiasis, and Popoff,’’ et al. of myeotie vulvovaginitis. 

The early classic operations for artificial vagina were devised by Bald- 
win and Sehubert, in which parts of the intestinal tract were employed 
to line the newly formed vaginal tunnel. Operations of these types 
necessitated major procedures and were complicated by the morbidity 
associated with intestinal surgery. During the past deeade, the flap 
method (skin) has, to a large extent, replaced these earlier operations. 

Sdrawomyslow*® recommends the use of the Popoff method of 
kolpopoiesis. The lower end of the rectum is placed in the newly built 
vaginal tunnel. In 1911 Sehubert deseribed a similar operation with 
the removal of the coceyx for a better exposure of the field of operation. 

The Baldwin operation is not so popular beeause it necessitates a 
laparotomy. The prerequisite for this operation is a loop of bowel with 
a long mesenteric attachment in order to prevent strangulation of the 
blood vessels, with subsequent gangrene of the intestine and peritonitis. 
The Schubert and Popoff operations are extraperitoneal. Malinowsky*" 
reports a case of obstruction of the small bowel following the Baldwin 
operation. Miller*® presents a careful analysis of this operation. 

Frank"! has devised a simple and safe operation for artificial vagina. 
The author limits this operation to that group in which a eyelie ae- 
cumulation of female sex hormone in the blood is demonstrated and in 
which there is a male libido. The operation consists in the formation 
of one or more tube flaps, ‘‘satehel handle flaps,’’? from the skin of the 
thighs. 

Rushmore*®? reports a modification of Frank’s operation in whieh skin 
flaps from each thigh were sutured in the artificial vaginal tunnel. 

Patients who have well developed labia minora get a better physiologic 
result when labia minora are used as flaps in the formation of the arti- 
ficial vagina (Davis operation) on account of the intrinsie nerve supply. 
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UTERUS 


The chapter of genital tuberculosis should receive 


more intensive 
st udy 


In many eases the diagnosis is not made by the gynecologist 
but by the pathologist. Douglas and Ridlin* report 2 cases of tuberen- 
losis of the cervix. According to Kelly* it occurs in no more than 3 or 
4 per cent of cases of pelvie tuberculosis. 

MacDonald*® coneludes that every moist lesion in the female genitalia 
should be considered a potential chanere or early secondary § syphilis 
until ruled out by laboratory tests. 


Hlelvestine and Farmer* inject 2 


a 2 per cent aqueous solution of 
mereurochrome into the cervix at the four points of the compass for 
endocervicitis. (This is not a rational therapeutic measure.) Ende* 
favors diathermy in endocervicitis, for it is less painful and the sears 
are negligible. Huggins‘ reports the use of the endotherm knife in 
2985 eases of endocervicitis, and claims that there 
malignancy following this procedure. 

In the treatment of endocervicitis, the pendulum has swung back to 
the rational surgieal procedures, Sturmdorf cervical excision or the 
amputation of the cervix. 


were no eases of 


Stein, et al.*° advise vaginoseopie study in the diagnosis and treatment 
of genital inflammation in young girls. 

Fluhman*® reports the histologie findings in 90 eases of abnormal 
uterine bleeding with absence of gross pelvie lesions; in 49 cases there 
was a glandular hyperplasia of the endometrium; endometrial polyps 
in 3; hypertrophy of the endometrium in 2; chronic endometriosis in 
7; atrophy in 5; and in 24 the endometrium was normal. 

In a large series of cases of functional bleeding von Mikuliez Radecki*” 
examined the uterine eavity with a hysteroscope. The author reports 
that in hyperplasia the bleeding comes from defects in the surface of the 
endometrium, and in atrophy the bleeding is from the isolated blood 
vessels. These’ novel methods are only of a passing interest. 

Lahm*"! states that hyperplasia of the basal laver of the endometrium 
is physiologic in middle age. This is somewhat at variance with the 
work of O’Leary and Culbertson who have conelusively shown that the 
normal replacement of the epithelium following 
from the hyperplasia of the basal glands. 

Maxwell** deseribes 4 types of endometrial easts. Those associated 
(1) with ectopic pregnaney, (2) with menstruation, (3) with early abor- 
tion, and (4) an undeterminate group, the genesis of which is a matter 
of doubt. 

Lipiodol should be routinely used as an aid in the diagnosis of 
fibroids, according to Mathieu.** Steinharter and Brown** recommend 
the use of the combined methods of uterography and eystography to out- 
line the vesicouterine space and the bladder. Procedures of this type 
seem to us nonessential. 

The end results of Linton, Marks and Smith*® in the treatment of 
selected cases of uterine fibroids with radium were: cure in 88.2 per 
cent; improvement in 5.8 per cent; and failure in 5.8 per cent. In a 
follow-up of 50 per cent of the cases, recurrence of symptoms oceurred 
in 6.7 per cent. Polak®® after fifteen years of experience in the treat- 
ment of fibroids with radium, coneludes: that over-sexed individuals 
should not be treated with radium; and that operative procedures are 
indieated in rapidly growing tumors and in eases with adnexal involve- 
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ment. He also includes in this operative group: fibroid tumors causing 
pressure symptoms ; all large tumors; pedunculated subserous fibroids 
and submucous growths. Polak®® advises against the use of radium in 
patients with marked anemia. 

Laws*’ recommends the use of small doses of x-ray in the treatment of 
myoma and other nonmalignant lesions of the uterus and repeats the 
treatment at six-week intervals when indicated. 

Beuttner®® performs a supracervieal hysterectomy for fibroids and 
amputates at the internal os as it is free from bacteria. 

Mussatow’® reports success in the intrauterine injection of 2 per cent 
silver nitrate and tincture of iodine in functional and preclimacteric 
hemorrhages. We do not concur in the revival of these useless and 
obsolete therapeutic measures. 

In order to obtain a better exposure of the cervix, Curtis® grasps 
the base of each broad ligament with a bullet forceps and exerts traction. 
Richardson™ has developed a simplified technie for total abdominal 
hysterectomy, which appears to reduce to a minimum such complications 
as postoperative shock, damage to the ureters and fulminating Strepto- 
eoceus peritonitis. In a contribution on technic, Werner® outlines his 
method of vaginal hysterectomy. He describes in detail the extirpation 
‘‘from the parametria.’’ All stumps are anchored in the vaginal eanal. 
For this reason delayed secondary hemorrhage can be easily detected. 


MALPOSITIONS 


Rickman®™ attributes prolapse of the uterus to a constitutional pre- 
disposition plus an inerease in pelvie pressure. The overlapping of the 
tissues of the anterior vaginal wall for correction of cystocele is a 
misnomer according to Bissell.°* He finds that in eases of vaginal 
prolapse there is no definite fascial layer of the anterior vaginal wall 
that can be isolated and employed to surgical advantage. 

Smith, Graves and Pemberton® report a series of 683 eases of pro- 
lapse. A study of the end results in 84.1 per cent of follow-ups shows 
that in those eases where the incomplete plastic operation and abdominal 
suspension were performed, about 70 per cent were anatomic cures and 
75 per cent were symptomatic cures. When the complete plastic and 
abdominal suspension were performed, about 80 per cent resulted in 
anatomic and 84 per cent in symptomatic cures. There were complete 
recurrences in 3 to 6 per cent of the eases, and partial recurrences 
in 15 per cent. Hysterectomy with cervical stump suspension, plus 
complete plastic operation gives the better results. 

Baer and Reis® report 91 consecutive interposition operations for 
prolapse of the uterus with a eure in 92 per cent of the eases. In 
discussing this paper Danforth, Heaney and Culbertson®® emphasized 
that the interposition operation was indicated in those eases with large 
cystocele. Crossen®? advises shortening of the broad ligament and 
elevation and repair of the uteropubie fascia for prolapse of the uterus 
and eystocele. 

George Gray Ward® has devised an operation for rectocele similar in 
principle to that used in eystocele. This operation consists in a com- 
plete separation of the rectum and the posterior vaginal wall as far 
up as the euldesae of Douglas, the sliding of the loosened rectal pouch 
high up along the vaginal wall; the anchoring of it there with a suture; 
and a elosure of the fascial opening. The denuded rectum is drawn up, 
secured, and made to adhere to the upper undamaged posterior vaginal 
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wall, well above the site of the former rectocele followed by the classical] 
perineorraphy. Robert T. Frank®® suggests the use of the modified Polk 
operation (intra-abdominal reefing of the pubocervical fascia) in eases 
of fibromyoma of the uterus requiring abdominal hysterectomy, in 
which there is an associated cystocele and prolapse. - 


MALIGNANCY 


Our most dangerous gynecologic malady at the present time seems to 
be excessive generalization, so frequently encountered and reflected in 
the numerous publications of gynecologic literature. <A favorite pro- 
eedure nowadays is to guess both quickly and frequently, depending 
almost wholly for verification on scientific theory in the palatable form 
of physicochemical data. With this vast array of speculation we often 
ingeniously assume that while our predecessors merely held opinions, 
we ourselves today are in possession of real knowledge which is somehow 
different. This is particularly true of our qualitative and quantitative 
facts about malignancy. 

An excellent example of this type of reasoning is found in publiea- 
tions on the diagnosis of malignancy with chemicals or staining proper- 
ties of cells. Schiller*® rightly warns against the iodine test for ear- 
cinoma of the cervix. While it is true that portions of the cervix that do 
not stain are pathologic, the diagnosis of the condition present can be 
determined only by histologic examination. Stevens*™! emphasizes the 
importance of making the diagnosis from the general appearance of the 
lesion rather than the individual cell elements. From clinical experience 
we know that the sedimentation rate is of some value in the diagnosis 
of malignancy. This has been confirmed by Goldschmidt-Furstner™ in 
a study of 106 cases of cancer of the uterus. Willard and Montel*® find 
that carcinoma develops more frequently on the site of a chronic irrita- 
tion than is generally accepted. 

The diagnosis of early uterine cancer can only be made by biopsy. 
Novak" *° states that the danger of biopsy, if any exists, is far more 
than counterbalanced by the life-saving information it often yields. In 
a study of 70 biopsy specimens from the cervix, Martzloff’* arrived 
at somewhat different conclusions as to the value of biopsy in the 
diagnosis of carcinoma. He was unable to correlate the data of operated 
parent tumor specimens with the biopsy material in 33 per cent of 
the cases and coneluded that the prognosis or treatment based solely 
on this material is often incorrect. 

With the increasing death rate from carcinoma due chiefly to a late 
diagnosis, we feel that biopsy is the method par excellence in the 
diagnosis of early carcinoma. 

In most of the earlier textbooks of gynecology it is generally stated 
that cervical carcinoma occurs eight to ten times as often as fundus 
vancer. Cullen reports carcinoma of the fundus in 25 per cent of 176 
eases of uterine carcinoma, and Graves 22 per cent in 550 eases. Stacy™ 
notes an incidence of 10.5 per cent of corpus carcinoma in 388 eases at 
the Mayo Clinie. There is an increased frequency of reports of ear- 
cinoma in young women. Hirst** records a cervical and corpus ear- 
cinoma in a young girl of 18 years. A careful summary and reports of 
cases of chorio-adenoma and chorio-carcinoma are given by Wolfe.7° 

There are about 85 cases of carcinoma of the cervical stump reported 
in the literature. In view of this comparatively small number of cases 
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reported, we do not believe that the supravaginal hysterectomy should 
be replaced by total hysterectomy with its higher mortality. Uspensky*® 
eites two eases of cervical stump carcinoma, and Lincoln Davis*! found 
the record of 8 eases in the Massachusetts General Hospital over a 
five year period. 

Gellhorn®? presents an illuminating discussion of the relationship of 
syphilis and carcinoma of the cervix with a report of a series of cases. 
We are of the opinion that there is a closer relationship between ecar- 
cinoma and syphilis than is generally accepted. 

The incidence of malignancy in fibroids is generally stated to be from 
29 to 4 per eent of all fibromyomas. Although some elinies report 
morphologic changes resembling those of proved malignant neoplasms 
in 11.5 per cent of surgically removed uteri, Corseade and Stout** 
believe that the menace of sarcoma should not alter the present policy 
of alert conservatism in the treatment of fibromas nor prevent the use 
of radium and the roentgen rays for these tumors. 

When we consider the incidence of malignaney in fibromyomas, and 
the limited field of x-ray as a therapeutic means, we cannot classify 
roentgen-ray therapy as a great conservative measure. 

MeClellan,** and Haun*® each report a case of sarcoma of the uterus. 
The procedure of choice of the best treatment of uterine carcinoma 
places a heavy responsibility upon the general practitioner. In an 
editorial®® in the Journal of the American Medical Association a sum- 
mary of the contraindieations is presented with Victor Bonney’s dictum, 
‘that which is beyond the seope of radium ineludes certain cases not 
beyond the seope of surgery, and that which is beyond the scope of 
surgery includes certain cases not beyond the scope of radium.’’ 

The two rational methods in the treatment of uterine carcinoma are 
surgical intervention and irradiation. Perey*™ reports a series of 71 
eases of advaneed and moderately advanced carcinoma treated with 
cautery, and is still of the opinion that this form of treatment is a 
valuable adjunet. In a statistical study of 617 eases of cancer of the 
uterus, Kanki®* was unable to prove a relationship between the number 
of childbirths and eaneer of the uterine cervix. Studies of this type act 
as safety valves to the speculative reasoning we so frequently encounter 
in the literature as to the causes of malignancy. 

A very interesting and worth-while report of Wertheim’s material of 
1500 eases in which more than 1000 of the cases were traced for at 
least five years is given by Weibel.*® The operability of the eases varied 
from 49 to 54 per cent; the operative mortality varied from 9 to 19 per 
cent as the primary cause of death; and the ineidence of recurrence 
and permanent cure varied from 40 to 47 per cent in the four groups. 
This paper should be read by every gynecologist. Violet® reports the 
late results of 25 cases of uterine cancer operated upon with the 
Wertheim technic. There were 4 deaths: 22 survived, of whom 9 
were alive and free from recurrence for more than five years. 

The results in 1000 eases of extended vaginal operations for cancer 
of the cervix are given by D. Adler.®t In Schauta’s method of vaginal 
hysterectomy, all the glands in the pelvis are not extirpated, but, for 
the treatment of the lymph nodes, Adler employs immediate postopera- 
tive radium and x-ray treatment. A comparison between the operated 
eases with irradiation and without irradiation shows a 58.8 per cent 
five year cure with radiation and 42 per cent when not rayed. Pehan*? 
discusses the vaginal method (Schauta) and the abdominal extirpation 
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(Wertheim) and concludes that the removal of the regional lymph 
nodes is not the determining factor in the surgical treatment of cancer 
of the uterus. Kermauner®* compares a series of 624 patients with 
eancer of the uterus who received operative treatment with the results 
gained by other authors who used irradiation and finds that the surgical] 
treatment is somewhat superior to irradiation. He is not convinced that 
postoperative irradiation is of real value and feels that in some instances 
the effects are more harmful than beneficial. We believe that the early 
diagnosis is the most significant factor for a successful therapy. 

Freund,** Lahm,” Schmidt®® and Heyman,’ from careful analyses of 
their series of cases, and the statistical study of uterine cancer, con- 
elude that irradiation gives equally good results or even better than 
surgical procedures. With surgical measures there was a cure in 20.2 
per cent of the eases, and with irradiation in 20.7 per cent. 

More recently the technic®® ® of the treatment of carcinoma by means 
of radium has materially changed. Instead of the massive doses of 
radium, it is found that the most beneficial effects are secured by the 
exhibition of relatively small doses for long periods up to six days. 

It would be profitless to cite all the different technics of irradiation 
treatment advocated and equally hazardous to attempt an interpreta- 
tion of the ideal methods of treatment; yet it is difficult for us to resist 
the temptation to express our belief in surgical procedures. 


ENDOMETRIOSIS 


The routine studies of morphology in histopathology were essentially 
adequate in the past, but problems raised during recent years have 
demanded more refined and more detailed knowledge of the cell strue- 
ture under varying physiologic conditions. Failure to appreciate these 
functional changes in the normal cell caused the morphologic pathol- 
ogists to classify endometrial proliferations into separate entities, 
namely, hypertrophic and hyperplastic endometritis, et cetera. This 
method of reasoning likewise prevailed in the studies of endometriosis. 
Misplaced endometrium with eyelie changes was classified as an inflam- 
matory process. This view is still maintained by Osear Frankl,’ and 
Douglass.’° In a study of specimens elassified as salpingitis isthmieca 
nodosa, .Douglass'"' maintains that the endometrial adenomas existed 
prior to the salpingectomy and were not the result of implanted or 
transplanted endometrium, 

King’? makes the suggestion that endometriosis may be the result of 
abnormal secretory function of the ovaries when associated with neo- 
plasms of these organs. Mazer and Hoffman** conelude that no one 
theory explains all forms of endometriosis, and that there may be more 
than one etiologic factor concerned in their histogenesis. 

Schochet*** from a series of experiments on the guinea pig deduces 
that he has experimentally produced endometriomas by treating endo- 
metrial tissue with a hemolytie substance (rabbit serum) followed by an 
inhibitory substanee (hypertonic salt solution) before transplanting 
these fragments into the anterior chamber of the eye. He also found 
that normal endometrium when transplanted into the anterior chamber 
of the eye, and into the liver grew for a short period but was eventually 
absorbed. Endometrial transplants placed with scharlach R. and 
lyeopodium (spores that will produce chronie inflammatory changes) 
likewise failed to imitate endometriomas. However, when endometrium 
was sensitized with strontium chloride, immersed in rabbit serum (hemo- 
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lytic) and then pl 1ced in a hypertonic salt solution before transplanta- 
tion to the anterior chamber of the eye, it produced marked glandular 
hyperplasia otf the epithelial structures without evidence of inflamma- 
tion. 

In discussing this paper James Ewing’ felt that this experimental 
study of endometriosis strengthened the belief that loose fragments of 
endometrium may become implanted, as Sampson and Jacobson have 
shown, and grow to a larger extent than has been supposed. 

Keene, Kimbrough'’®® and Smith’? present the clinical aspects of 
endometriosis on which the gynecologic diagnosis may be made. The 
symptoms of intraperitoneal endometriosis are not unifor m, and are 
dependent upon several factors, chief among which are the extent of 
the lesion, and the age. Sampson'®® again ealls attention to a new 
phase of endometriosis in which infection may play an important réle 
in these cysts. Moench*®® reports an unusual ease of adenomyositis with 
severe pain during the menstrual period and with hemorrhagic eystie 
polyps in the posterior vault of the vagina. 


ECTOPIC PREGNANCY 


The percentage of error in the diagnosis of ectopic pregnancy ranks 
the highest among all pelvie lesions. The subject of ectopic gestation 
has reeeived critical attention by the, gynecologist but in spite of de- 
tailed analysis of the many contributing factors and the eareful study 
of the symptoms, diagnosis in the majority of cases remains a baffling 
problem. 

Lavell?” has made an analysis of 410 eases of extrauterine preg- 
nancy. The points of particular interest in his analysis are: a large 
incidence of previous operations on the uterus and adnexa; irregular 
and scanty vaginal bleeding; and fainting in 57 per cent of the cases. 
There usually is an irregularity in the alleged last menstruation. The 
author advises that more reliance be placed on the history than on the 
physical examination. Grier™ also emphasizes the symptom, irregular 
bleeding, as an aid in diagnosis. He feels that the high leucocyte count 
is of some diagnostie value. Geist"? presents a careful critical analysis 
of the relation of ectopic pregnancy to the associated uterine changes 
and to vaginal bleeding. Bleeding or spotting that occurs at times in 
normal pregnancies, which do not terminate by abortion, may be due 
to an exaggeration of Long and Evans’ placental sign. 

From a study of 74 eases of extrauterine pregnancy, Kline™®* con- 
cludes that the decidual reaction may be either more or less than nor- 
mal at the site of implantation, and will persist as long as the ovum 
or chorionie villi remain intact. A eareful examination of the uterine 
scrapings is of value in diagnosing extrauterine pregnaney according 
to Sachs.1** When decidual tissue is present, but the fragments of the 
ovum are missing, one must suspect ectopic pregnancy. 

Maynard and Reese’ report a ease of ruptured extrauterine preg- 
naney treated by autotransfusion and believe that it is a life-saving 
procedure in these eases. 

Sabel"® ealls particular attention to a history of alteration in the 
menstrual cycle. Pens'? observed an increased number of cases of 
extrauterine pregnaney in his clinie and believed that eriminal abor- 
tions were a distinct etiologic factor. When the diagnosis of ectopic 
pregnaney is made, surgical intervention is indicated in view of the 
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great danger to the life of the mother, even though the symptoms are 
absent during the first three or four months of the pregnancy." 


STERILITY 

3irth control and problems in sterility have been emphasized in lit- 
erature during the past several years. 

The reaction of vaginal discharge is unimportant in relation to ste- 
rility and fertility. The secretions of the cervix are alkaline, ranging 
from Py 8.0 to Py 9.0.71" In eases of hyperplasia of the mucosa it js 
somewhat less. The normal Py of the cervical contents are not notably 
influenced by age, parity, the menstrual cycle, the viscosity of the endo- 
cervical mucus, or in pathologie states (endocervicitis). The frequent 
use of alkaline douches before intercourse to combat the vaginal acidity 
is only of traditional interest. 

Graff'*° believes that secondary sterility is frequently the result of 
abortion. Insufflation of the fallopian tubes used primarily as a diag- 
nostic means is occasionally of therapeutic value. Graff states that 
when the tubes are patent, pregnancy follows in about 15 per cent of 
the eases in which this procedure was employed. Macomber’! eites a 
large number of eases of sterility in which there is an evidence of 
nutritional disturbanee. According to Steenbock a lack of vitamins A 
and B in the diet will cause a complete cessation in the activity of the 
ovarian follicular mechanism. When vitamin E is lacking the embryo 
is invariably resorbed after fourteen days of growth. In the etiology 
of sterility multiple factors are the rule rather than the exception. To 
manage a ease of sterility intelligently, Meaker’*? says, that in addi- 
tion to a careful genital examination there must be a comprehensive 
survey of the constitutional status of husband and wife. According to 
Mason'** the percentage of abnormal spermatozoa present in a speci- 
men of semen is an index of the fertility of the male, and its deter- 
mination is of prognostic value. One usually assumes that a woman 
in good health, who has a normal menstrual history, and who has nor- 
mal genitalia, secretes healthy ova. This assumption is not always cor- 
rect. Moench’** shows from microdissection of the human sperm cells 
that the morphology described is not an artifact. 

Kelly'*® was able to produce pregnancy in the guinea pig by smear- 
ing semen from the male on the surface of the ovaries of the female 
pigs. This method of artificial insemination was successful in about 
66 per cent of his attempts. 

Schmitz'*® believes that the improved methods of gynecologic diag- 
nosis have ereated renewed interest in the surgical correction of tubal 
obstruction and have established a more scientific basis for these pro- 
eedures. Brown and Cortese’** report two complications following 
lipiodol injections of the uterus and tubes. In one patient there was 
a recurrent salpingitis and in the second ease abdominal pain and fever 
followed the lipiodol injection. In a group of 834 selected eases re- 
ported by Macomber’* full-term pregnancies followed the treatment 
for sterility (operative and nonoperative) in 24.1 per cent. 

TUBES 

The injection of iodized oil is of value in the study and diagnosis of 

chronic tubal lesions. Nahmmacher'*’ advoeates iodipin. Jareho'*® is 


of the opinion that lipiodol does not produce peritoneal adhesions. 
Contrary to this view Ries'*! has reported a ease with extensive ad- 
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hesions and foreign body giant cell production as the result of the 
iodized oil. Rubin’*’ reports only two severe reactions in 66 injections. 

Acute salpingitis is a self-limiting disease in more than 80 per cent 
of the eases. Menstruation appears to activate latent or subacute sal- 
pingitis. With this idea in mind, Polak’** treated 34 cases of salpingitis 
with temporary roentgen-ray castration after the acute symptoms of 
tubal inflammation had subsided. In 27, there was a symptomatie cure; 
the uterus became mobile and the adnexal masses rapidly decreased 
in size. Seven of the patients were operated upon. In these the adnexal 
masses were well defined, adhesions few, and existing exudates were 
easily separated. 

S. Joseph and Karl Meyer’ have not obtained uniform results from 
raying of inflammatory adnexa and conclude that this proeedure is 
merely an addition to other conservative methods of treatment. 

Farr and Findlay*® present a careful analysis of 545 cases of sal- 
pingitis in which bilateral salpingectomy was performed in 292 in- 
stances, right salpingectomy in 63, left salpingectomy in 48. Smears 
and cultures were positive for gonococci in only seven instances; staph- 
ylococei in two; and streptococci in one. In the remaining cases in 
which smears or cultures were taken they were negative. There was 
a mortality of 3.42 per cent. In the total series 65.3 per cent were 
eured; 24 per cent improved; 6.78 per cent unimproved and 6.9 per 
cent were not treated. Of the 545 cases, 115 were acute; 114 sub- 
acute exacerbations; 293 chronic, and 26 were tuberculous. 

Penkert'**® considers the Douglas puncture of more value as a diag- 
nostic than as a therapeutic measure. The author states that in only 
rare instances does the fistula with pyosalpinx or pyovarium abscess 
heal spontaneously. 

We do not agree with this statement. 

Scheffey and Schmidt studied a series of 60 eases of pelvie inflam- 
matory lesions. Thirty of these eases received diathermy as an adjunct 
to the recognized methods of treatment. The authors conelude that 
diathermy is of limited value in the treatment of salpingitis. 

The comparative results in the three methods of treatment of sal- 
pingitis, namely surgical, x-ray, and diathermy, seem to indicate that 
the conservative method is the one of choice in properly diagnosed 
eases. Condamin*** reports the results of surgical treatment of tuber- 
culosis of the adnexa in 53 eases. Of the 49 cases followed up, 34 were 
cured; 10 improved; and 5 died. In Brody’s'*® experience Godelier’s 
law is too absolute as many eases of tuberculous peritonitis are ob- 
served without pleural lesions. The pelvie infections are often limited 
to the genital tract and not infrequently precede the pulmonary focus. 
An unusual case of rupture of a tuberculous salpingitis with hemor- 
rhage simulating ruptured tubal pregnancy is reported by Meyer and 
Lash.14° 

The conservative treatment of tuberculous salpingitis with pneumo- 
peritoneum (oxygen) has not received the attention of gynecologists 
that this good method well deserves. 

Masanichi'*? and Tietze'*? confirm the work of Novak on the eyelie 
changes in the epithelium of the human fallopian tubes. 

Torsion of the normal fallopian tube is not easily diagnosed. Gabe'** 
reports four cases of torsion of nonpathologie tubes and emphasizes 
the few symptoms and signs that may be caused by a gangrenous mass 
in the pelvis. 
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The problem of sterilization without unsexing deserves careful study 
and close follow-up. There are more than 26 sterilizing operations 
on the gynecologic market. This is a good index of the shortcomings 
of this surgical procedure. The standard gynecologie operation (the 
cornual wedge excision of the tube and uterus) is followed by preg. 
nancy in 6 to 7 per cent of the eases. Dickinson’ reports 66 eases of 
his intrauterine cautery sterilization but gives no conclusions. This 
paper is an excellent résumé of the methods of surgical sterilization. 


OVARY 


It has been known for centuries that removal of the sex glands pro- 
duces profound changes in the organism. Since the epochal work of 
Frank, Gustavson, et al. on the female sex hormone, numerous contribu- 
tions from experimental laboratories on this subject have been made, 
but in spite of this wealth of new knowledge, our clinical diagnosis 
of the functional condition of the ovary has not been materially ad- 
vanced. 

Janney**® has confirmed one phase of Frank’s work, namely that 
the sex hormone disappeared from the maternal blood rapidly after 
delivery and that it reached its maximum concentration in the tenth 
lunar month of pregnancy. In the study of the effect of the male sex 
hormone on the female genital organs and gestation, Reiprich'*® found 
that the number of offspring were reduced in one series, and in another 
series sterility was caused by the implants. Vitamins D and E influ- 
ence the ovarian eycle in mice; their action is like that of an hormone 
but weaker.**7 

Sevringhaus and Evans'** have shown that hormone from amniotie 
liquor of cattle (amniotin) produces a marked relief in the vasomotor 
phenomena of women at the menopause. 

With our present knowledge of the physiology of the ovary it is 
difficult to evaluate the true physiologic interrelation of the hypophysis 
and the ovary. It has been conclusively shown by Fluhmann,? Asch- 
heim,?*° Zondek,'®° and Engle**! that the hypophyseal hormone produces 
a response in the ovaries and uterus. While it is true that implanta- 
tion of the hypophysis in mice’? and other animals causes a stimula- 
tion of sexual development, there is no absolute proof that the anterior 
lobe of the hypophysis dominates the sex funetion.. Experiments on 
animals under normal conditions, and without disturbance of the physio- 
logie processes, speak against the domination of the hypophysis. Sieg- 
mund’** coneludes that during the rhythmie course of the sexual fune- 
tion, the stimulating action of the hypophysis is in certain periods 
checked by the action of the corpus luteum. This mechanism causes the 
rhythmus in the sexual eycle. 

With the present incompleteness of data from the experimental lab- 
oratories on the sex and hypophyseal hormones, we do not believe that 
formulated conclusions at the present are warranted or desirable. 

William J. Mayo** in a recent editorial rightly points out ‘‘the 
dangers and shortcomings inherent in the method of statistics when 
applied to the treatment of pathologie lesions. The proper method of 
treatment of ovarian (tubo-ovarian) disease should be based on the in- 
dividuality of the patient and the particular ailment.’’ 

Pratt,’ et al. are the first to study the early human ova obtained 
from washings of the fallopian tubes as suggested by Corner and Allen 
in primates. They have confirmed the observation based on the eyelic 
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stage of the corpus luteum, that ovulation occurs more frequently at 
the middle of the intermenstruum. This is a real contribution to the 
important problem of ovulation. 

In a study of heterotransplantation of the ovary, Hannan? ® has eon- 
firmed the earlier works on this subject. This author found rapid de- 
generation with total disappearance of all traces of transplants of the 
ovary from rat to rabbit, and rabbit to rabbit at the end of three 
months in heterotransplants, and absorption of homotransplants in five 
months. We do not agree with his observations on homotransplants. 
Many gynecologists have made successful ovarian transplants with 
physiologic results lasting for periods of two or more years. 

A very interesting case of traumatie rupture of the corpus luteum 
and hemorrhage into the peritoneal cavity (500 ee. of blood) is re- 
ported by Christopher.**? This case should be a warning to some gyne- 
ecologists who intentionally practice the rupturing of small ovarian 
eysts when making bimanual examinations. 

Murphy*®* and his coworkers have made intensive studies on the 
effects of ovarian irradiation on the health of the subsequent child. 
These contributions with the tabulated results should be a warning to 
the reckless use of x-ray during pregnancy. 

Taylor*®® gives a very extensive analysis of 152 malignant tumors 
of the ovary with the pathologie reports and follow-up of the eases. 
From this careful critical study it is evident that there is wide diver- 
gence of opinion among pathologists concerning the malignancy in this 
group of tumors. Nuclear abnormalities appear to be of more impor- 
tance than irregularities in cell arrangement. 

The presence of thyroid tissue in the ovary is not of rare occurrence 
but the actual functioning of thyroid tissue in teratomas is extremely 
rare. Moench?® reports the second ease in the literature of active 
thyroid tissue in an ovarian teratoma. 

Among the rarer tumors reported during the year are a ease of 
squamous cell carcinoma arising in a dermoid cyst by Masson and 
Ochsenhirt,** and Krukenberg tumors by Fallas.1% 
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Miscellaneous 


Alexander, Sir Sidney: The Cure of Varicose Veins and Their Sequelae. The 
Practitioner 121: 353, 1928. 


Cure of varicose veins by injection into them of some solution which chemically 
irritates the endothelium and produces a chemosis of the intima, appeals to both 
the physician and the patient. 

Which solution is best is a debatable question. Salicylate has a more instant 
effect and often causes collapse along a considerable length of vein, while the end- 
result is more esthetic due to a thinner fibrin layer. It may be safely employed 
in early pregnancy. The injection itself is painless, but a minute or so afterward 
a sharp cramp may be felt. Quinine produces no cramp at the time of injection, 
but a few days later some pain may be felt. Premature menstruation or metrorrhagia 
accompanied by abdominal pain may oceur. Plain sodium chloride was not so 
useful in the author’s hands. 

Old chronic ulcers that are constantly breaking down can be permanently cured 
if the veins in connection with them are obliterated, especially the occult varices 
lying beneath the edematous skin about the ulker. Oral administration of 
parathyroid and calcium assist in the healing of the ulcer. Sometimes it is helpful 
to freshen the indurated edges with a knife. Healing is further promoted by 
use of stainless Biebrich scarlet red. 

The author concludes that the injection method far transcends the older methods 
of excision in both convenience and results; and, should a slight recurrence take 
place, it is readily remedied by a few more injections. 


ADAIR- FISCHER. 


Geller, G. C.: Bactericidal Power of the Blood in Pregnancy and the Puerperium. 
Arch, f. Gynik. 134: 141, 1928. 


The author used the method described by Wright in twelve patients. Of these, 
seven showed a definite rise in the bactericidal index during the first twenty-four 
hours postpartum. Eleven showed no change in the bactericidal index during the 
last three weeks of pregnancy. The puerperal rise in the bactericidal power of the 
blood is important prognostically, but many other factors enter into the prognosis. 
It is significant, however, that the bactericidal power is especially increased before 
the cellular defense in the form of the leucocytie wall is found and also before the 
production of antibodies has reached its maximum. 


RALPH A. REIS. 


Alcock, Arnold: Chronic Pelvic Pain in Women. British M. J. 1: 609, 1926. 


Pelvie pain of the chronic type, according to the author, is either (1) of nervous 
origin, (2) structural (skeletal or muscular), or (3) it is referred from a disorder 
of the internal organs. 


The neurasthenic patient suffers intensely in her own estimation. A bimanual 


tion, especially in the virgin. 


889 


examination is essential, under anesthetic if necessary to secure complete relaxa- 
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If skeletal involvement is suspected, careful examination of the back in a good 
light and x-rays will usually clear up the diagnosis. 

-ain from the internal organs is due either to tension within the muscular strue- 
ture or dragging on the mesentery. The organs which may be involved are (1) the 
large intestine and appendix, (2) kidneys and bladder, (3) uterus and its appendages, 

Distention of the cecum and sigmoid are either the cause or result of chronic 
constipation in women; and in those whose nervous systems are unstable, gurgling 
and discomforts in the iliae fossae may be interpreted as pain. Among urinary 
conditions pyelitis and movable kidney are the most frequent causes of vague pelvic 
pain. Tumors of the pelvic organs rarely give rise to chronic pain. Such discom- 
fort is due either to inflammatory and hemorrhagic lesions, or to mechanical causes, 

The author is very skeptical as to the réle played by retroversion of the uterus. 
If enlarged and so under tension, it may cause pain; an organ of normal size rarely 
does so. 

Prolapse is the most frequently found cause of chronic pelvie pain. This is really 
a hernia through the lower abdominal wall; that is, the levator ani muscle and the 
pelvic fascia. The uterus should not be pushed down in order to deliver the 
placenta, and efficient repairs of lacerations should be made immediately after 
delivery. Maintenance of muscle tone during the puerperium will do much to 
lessen the occurrence of prolapse, and the author advises not only abdominal exercises, 
but also exercises for the levator ani muscle. 


ADAIR- FISCHER. 


Lewit, J. B.: Postoperative Eventration. Monatschr. f. Geburtsh. u. Gynik. 

81: 299, 1929. 

In 1905 Madelung collected 157 cases of postoperative eventration from the 
literature, and in 1926 at the Eighteenth Russian Congress, Sokolow reported 614 
additional cases which he obtained by sending questionnaires all over the world 
and by reviewing the literature. These figures indicate that this complication is not 
infrequent. Lewit reports five cases observed in the Leningrad clinie. 


The average 
mortality for the 614 cases was 31 per cent. 


In the literature are cases where the 
eventration was observed as late as two and three years after operation and 
as early as one and two hours following laparotomy. However, the most dangerous 
period extends from the fifth to the twelfth day after operation. There is a case 
report where rupture of the wound occurred twice in the same patient, and Lewit 
reports one where the entire wound opened four times. Sex plays no part, for among 
the 614 cases there were 65.7 per cent males and 34.3 per cent females. Age is not 
a factor, but eventration occurs most frequently between forty and sixty years of 
age. The character of the suture material was not important, for even metal wire 
was not a prophylactic. All types of incisions have resulted in eventration, 
even the Pfannenstiel and the Lennander. The most important factor in post- 
operative eventration is general weakness of the individual, such as results from 
malignant disease. The organs which are generally found on the abdominal wall 
after eventration are the omentum, the intestines, the uterus and adnexa, and the 
liver. The intestines are most frequently eventrated. In most cases the patients 
complain only of moistness in the region of the wound and a feeling of warmth 
under the dressing. Pain is usually absent, the pulse increases only slightly, and 
there are no signs of collapse. The treatment of eventration consists of tamponade 
or immediate suture. The latter is the usual procedure, but the wound edges should 
first be freshened. It is astonishing how much resistance the peritoneum shows in 
these cases. 


J. P. GREENHILL. 
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7 Books received are acknowledged in this column, and such acknowledgment must 
be regarded as a sufficient return for the courtesy of the sender. Selections will be 
made for more extensive review in the interests of our readers and as space permits. 
Book Reviews will be published every two months if available. This department 


TEXTBOOK OF ORTHOPEDIC NURSING. By Evelyn C. Pearee, sister tutor, 
Fazakerley Hospitals and Sanitarium. G. P. Putnam’s Sons, New York, 1930. 

GYNAECOLOGY FOR NURSES AND GYNAECOLOGICAL NURSING. By 
Comyns Berkeley, gynecologic and obstetric surgeon of Middlesex Hospital, ete. 
Revised and enlarged edition. G. P. Putnam’s Sons, New York, 1930. 

THE HEALTH CARE OF THE BABY. By Louis Fischer, consulting physician 
to the Willard Parker and Riverside Hospitals, ete., ete. Eighteenth edition, revised. 
Funk & Wagnalls Co., New York, 1930. 

OBSTETRICS FOR NURSES. By Charles B. Reed, professor of obstetrics, 
Northwestern University Medical School, ete., and Charlotte L. Gregory, R.N., M.D., 
adjunct in obstetrics at Wesley Memorial Hospital, ete. With 144 illustrations in- 
cluding two color plates. The C. V. Mosby Company, St. Louis, 1930. 


PRACTICAL PREVENCEPTION. By William J. Robinson, M.D. The Ameri- 
ean Biological Society, Hoboken, N. J. 


DISEASES OF WOMEN. By Harry Sturgeon Crossen, professor of clinical 
gynecology, Washington University School of Medicine, ete., ete., and Robert James 
Crossen, instructor in clinical gynecology, Washington University School of Med- 
icine. Seventh edition, revised and enlarged; with 934 engravings, including two 
color plates. The C. V. Mosby Company, St. Louis, 1930. 

HANDBUCH DER INNEREN SEKRETION. MHerausgegeben von Dr. Max 
Hirsch. II. Band, Lieferung 6. Verlag von Kurt Kabitzsch, Leipzig. 

HANDBUCH DER GYNAEKOLOGIE. UHerausgegeben von Professor W. 
Stoeckel, Direktor der Universitaets Frauenklinik in Berlin. Erster Band, erste 
Haelfte. Mit 239 zum Teil farbigen Abbildungen im Text. Verlag von J. F. 
Bergmann, Muenchen, 1930. 

DIE EKLAMPSIE UND IHRE PROPHYLAXIS. Von Dr. Edmund Herrmann, 
Privatdozent der Universitaet in Wien. Verlag von Urban & Schwarzenberg, Wien, 
1930. 

THE MEDICAL MUSEUM. An amplification of a thesis read by S. H. Daukes, 
director of the Wellcome Museum of Medical Science. The Welleome Foundation, 
London, 1930. 

THE AUTONOMIC NERVOUS SYSTEM. By Albert Kuntz, Ph.D., M.D., 
professor of anatomy, St. Louis University School of Medicine. Illustrated with 
70 engravings. Lea & Febiger, Philadelphia. 

FUNKTION DER WEIBLICHEN GESCHLECHTSORGANE UND IHRE BE- 
ZIEHUNGEN ZUM GESAMMTORGANISMUS. Von Privatdozent Dr. Alexander 
v. Fekete, Oberarzt der Graf-Apponyi-Poliklinik in Budapest. Verlag von S. Karger, 


Berlin, 1930. 
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MANUAL FOR DEMONSTRATION COURSE IN OBSTETRICS. 


By Reuben 
Peterson, professor of obstetrics and gynecology, University of Michigan. Published 
by Edwards Brothers, Ann Arbor, Mich. 


THE FOUNDATIONS OF EXPERIMENTAL PSYCHOLOGY, Edited by Carl 
Muchison. Clark University Press, Worcester, Mass., 1929. 

STRAHLENBEHANDLUNG DER WEIBLICHEN GENITALCARCINOME, 
ete. Von Professor Dr. Friedrich Volta, Universitaets-Frauenklinik in Muenchen. 
Mit 57 teils farbigen Bildern, 8 farbigen Tafeln und 40 Tabellen. 
Schwarzenberg, Berlin-Wien, 1930. 


Urban & 


EXPECTANT FATHERS. By Douglas Vass Martin, Jr. DeVass Publishing 
Co., St. Louis, Mo. 

DIE WEIBLICHE BRUST. Von Dr. Erna Glaesmer und Dr. Rudolph Amers 
bach. Mit 86 Abbildungen. Verlag von Ferdinand Enke, Stuttgart, 1929. 

HANDBUCH DER GESAMTEN STRAHLENHEILKUNDE, ete. Herausge- 
geben von Prof. Dr. Paul Lazarus in Berlin. Zweiter Band, 4 Lieferung. 


Verlag 
von J. F. Bergmann, Muenchen, 1930. 


URO-DIAGNOSTICO DE LA TUBERCULOSIS. Por el Dr. 


Lorenzo Comas ) 
Martinez. Trabajo presentado al 


2. Congreso de la Asociacion Medica Panameri- 
eana. Republica de Panama, 1930. 

RADIUM IN GENERAL PRACTICE. By A. James Larkin, instructor in 
dermatology (radium), Northwestern University Medical College, ete., ete. With 28 
illustrations. Paul Hoeber, Ine., New York, 1929. 


LEHRBUCH DER GEBURTSHILFE. Herausgegeben von Professor Dr. W. 


Stoeckel, geh. Medizinalrat, Direktor der Universitaets-Frauenklinik in 
Dritte, vermehrte und verbesserte Auflage. 


Berlin. 
Mit 614 zum groessten Teil farbigen 
Abbildungen im Text. Verlag von Gustav Fischer, Jena, 1930. 


News Item 


American Gynecological Society 

The following officers were elected at the last meeting of the American Gyne 
ecological Society: 

President—Dr, William P. Graves, Boston, Mass. 

First Vice-President—Benjamin P. Watson, New York City, N. Y. 

Second Vice-President—N. Sproat Heaney, Chicago, Mlinois. 

Secretary—Floyd E. Keene, Philadelphia, Pa. 

Treasurer—Fred L. Adair, Chicago, Illinois. 

Member of the Council for four years—Charles C. Norris, Philadelphia, Pa. 


Members of the Council for one year Emil Novak, Baltimore, Md., Otto H. 
Schwarz, St. Louis, Mo. 
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tween menstruation and implan- 
tation, (Hartman), 511, 589 
time of ovulation in the, as checked 
by the recovery of ova from 
the fallopian tubes, (Newell, 
et al), 180, 577 
Menstruation and implantation, corpus 
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Ciba’s Interpretation 


of the modern progress in ovarian endocrine therapy— 
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Agomensin, “Ciba 
The hydrosoluble ovarian substance 


In cases of functional amenorrhea, continued administration 
of AGOMENSIN, “CIBA” will restore to normal the de- 
pressed function of the ovary. 


INDICATIONS ISSUED 


Functional amenorrhea, oligomenorrhea, Tablets—in bottles of 20’s and 
vomiting during pregnancy, sterility 100’s. 
when due to simple hypofunction of the 


Ampules—in cartons of 5’s and 
genital organs. 


20’s, each ampule con- 
taining 1.1 c.c. 


Sistomensin, “Ciba” 


The ovarian hormone doubly standardized by the 
Allen-Doisy and the Herrmann tests. 


In cases of amenorrhea due to hypoplasia, the administration 
of SISTOMENSIN, “CIBA” will normalize the menstrual 


cycle. 
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Excessive menstruation not due to or- ‘Tablets—in bottles of 20’s and 
ganic uterine disease, functional dys- 100s. 
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DEXTRI-MALTOSE wiry VITAMIN B 


IN 1922, the Mead Johnson Research Laboratory evolved a 
vitamin B concentrate. Realizing from our own constant research, 
and that reported by others in the scientific literature, the rapid 
changes going on in the understanding of the vitamin B complex, 
we refrained from marketing any vitamin B product until we could 
be absolutely assured of its potency and safety both experimentally 


(on rats, birds and other animals) and clinically (on babies). 


Now that this time has arrived, we offer the medical profession, 
with confidence, DEXTRI-MALTOSE witu VITAMIN B for 
use in all cases where the physician wishes to employ the well- 
known carbohydrate value of the Dextri-Maltose he has used suc- 


cessfully for so many years, and in addition the now accepted bene- 


fits of vitamin B—antineuritic, antipellagric, and appetite-and- 
growth stimulating. 214 grams of this product are equivalent in 
vitamin B, and B, potency to approximately 1 gram of dried yeast 


or 2 grams of wheat embryo. 


There is no danger of intestinal irritation or other digestive upset 
from DEXTRI-MALTOSE witH VITAMIN B—due to the fact 
that Mead Johnson & Company's experimenting is conducted 


before marketing. Samples and literature available to physicians. 


MEAD JOHNSON & CO., 
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Emblems 


of 
since 1002 MCliable Protection | 


Dr. E. H. Little, East St. Louis, Illinois, punctured his left middle finger on January jj 

10, 1930, and died on March 1, 1930, from the septic infection which resulted there. 
from. The Association’s check for $10,000.00 (Dr. Little carried two accident 
policies) was promptly sent to a Trust Company as guardian for the Doctor’s son. 
who is a minor. 


Dr. Joseph G. Stromberg crushed his fingers in his garage door after a professional 
call on March 19, 1930, and died on March 31, 1930, from the severe septic infection “9 
following the injury. The Doctor carried one accident policy and we were glad to 
have the opportunity of sending check for $5,000.00 to Mrs. Stromberg in full pay- 
ment of the claim. 


Accident and Health Insurance for Ethical 
Practitioners Only 


Physicians Casualty Association 
Physicians Health Association 
OMAHA, NEBRASKA 


DEXTRI-MALTOSE Is A CARBOHYDRATE | 
THAT DOESN'T CLOY THE BABY’S APPETITE | 


When the time comes to feed soups, vegetables and cereals e 
to the infant whose formula has been modified with Dextri- 7 
Maltose (not a sweetener) —both the physician and the | 
mother are gratified to notice the baby’s eager appetite for] 


Dextri-Maltose Does Not Cloy| 
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Why “Sweeten” the Baby’s Bottle? 7 
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